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Editorial 


PRESENT DAY MEDICAL EDUCATION 
A FARCE—THE QUESTION OF MED- 
ICAL SERVICE FOR ORDINARY 
PEOPLE IS THE BIGGEST 
PROBLEM WE HAVE 

From all sides comes a plea for that change 
in medical education which will refill the rapidly 
depleting ranks of general practitioners. 

The laboratory and the supertrained theorist 
should have been displaced long since for clini- 
cal medicine and the health needs of a large 
and suffering people. 

Twenty-five years ago, the Council on Medical 
Education of the A. M. A., stepped in and res- 
cued medical teaching from a disorganized state 
that was next door to chaos, and arranged this 
vital element of civilization in an orderly effi- 
cient condition. Minimum requirements were 
raised and teaching standardized. Upon this 
sound basis was built American medical suprem- 
acy. But it has had one backfire and that a bad 
one. 

For product of this supersystem seems to be 
more on the qui vive for the theory of medical 
practice, rather than for medical practice, it- 
self. Everywhere there is a sufficiency of the 
most able specialists of which civilization has 
ever dreamed, but there is a most unfortunate 
paucity of ordinary men who are willing to get 
out and take care of ordinary people in ordinary 
places. And these ordinary people in ordinary 
places constitute at least half of the country’s 
population. 

It is in this regard that Dr. W. A. Pusey says: 
“The question of medical service for ordinary 
people is the biggest problem we have.” 

A large part of this problem comes under the 
sectionalization—“Rural,” in accordance with 
the classification by the U. S. Census Bureau of 
population in places of Since 
much of this rural population is within easy ac- 
cess of cities, and can secure medical attention 


2,500 or less. 








162 


from centers of population, it is probably only 
about half of the rural population, or about 26,- 
000,000 people who fall into that section of phy- 
sicianless residents, 

In twenty-five years schools have been reduced 
fifty per cent. in number and while the places 
for study have been thus reduced, the require- 
ments for entrance and their post entrance de- 
mands have increased about 200 per cent. The 
cost of medical education today is prohibitive, 
productive of specialists and barren, compara- 
tively speaking of “general men.” 

As the general medical practitioners pass out 
in the routine of time they are not being re- 
placed. 

There is a general understanding that the 
medical students eveywhere are led to believe and 
are encouraged to feel that the pathological and 
allied laboratories are of transcendent import- 
ance. Further that dignified medical students, 
while yet undergraduates, consider that the only 
proper place in which to practice medicine is 
inside or at least within the shadow of a Class 
A hospital. 

As a result look at the situation throughout 
the country. A physician’s worth is measured 
by the capability and extent of his community 
service. The keynote of the profession is sacri- 
fice. Its monetary rewards are laughable in the 
face of the immeasurable benefits conferred upon 
humanity. The discoverer of insulin has been 
allowed by his government a life annuity of 
$7,500, or a sum that is only a moderate interest 
on $150,000. Yet the inventor of a method of 
autographing films as pictures are taken re- 
ceives, so the information comes, $200,000 for his 
patent rights. Walter Reed, the discoverer of 
the means of transmission of yellow fever, died 
with the knowledge that the future of his family 
was not provided for. Yet look at the profits 
made by bootleggers, and by manufacturers of 
cheap automobiles. Yes, the men of medicine 
learned long since that a synonym for their pro- 
fession is “sacrifice.” There is little but spir- 
itual good to be gained in many instances from 
the faithful practice of this great profession. But 
it is because so many pioneer physicians of 
America had this steadfast gift of vision that 
medicine in America leads medicine throughout 
the world. 

Is the light of the lamp of their idealistic al- 
truism and human service to flicker and fade? 
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Certain figures would seem so to indicate. It 
costs so much now to be a doctor that a man 
has to be a specialist in order to make a living 
and as a result the country is flooded with so 
many specialists and swept free from so many 
general men that the situation is partaking of 
the element of the absurd. At the rate we are 
going it will not be very many years before the 
aggregation of specialists called into attend a 
case of typhoid fever will register a man for 
every organ, and every member, and every sys- 
tem involved in the human body. 

Where will the citizenry find the money to 
pay these men? The citizenry won’t. For by 
that time the citizenry will all be dead or dying 
as a result of conversion to the quacks and char- 
latans, keen enough to step in and take advan- 
tage of the tasks done by the former ranks of 
general practitioners and neglected now by the 
cohorts of specialists. 

The fundamental error lies in the expense and 
extension of the years of medical education. 
Without in any way lowering the minimum 
standards for entrance into the profession there 
could be some feasible system of a short general 
course evolved so that a man with a working 
knowledge of general medicine could be sent out 
to keep well and to heal some of the people in 
the physician barren communities. Take for 
instance New York State where it has been found 
that there are areas of several hundred square 
miles without one single resident physician and 
with a population of from 1,500 people upwards. 
Or in Wisconsin where one county with a popu- 
lation of 3,646 has one physician, and another, 
with 19,462 has three. Or in West Virginia with 
six doctors, three of whom are past seventy years 
of age in attendance upon 11,713 people. Or in 
Vermont, where out of 248 towns there was 102 
without physicians. Or in Tennessee, where 
there are counties of from 7,000 to 8,000 people 
with not more than four doctors. In York 
County, Pennsylvania, there are 37 physicians 
to serve a rural population of 100,000. North 
Carolina says it has fewer physicians than any 
other state in the union, with possibly one or 
two exceptions. 

In Montana, a bonus of $100 per month 
offered by one county has not attracted a single 
physician. Louisiana has a county where the 
ratio of physicians to patients is one to 1,385, 
and in the state of New Mexico the ratio of phy- 
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sicians to population is 1 to 2,000, and in Mis- 
sissippi it is 1 to 1,120, and there are many 
counties with a population of from 20,000 to 
30,000 where the physicians are only in the 
large centers, leaving the interior without a sin- 
gle resident physician. In Sussex County, New 
Jersey, where from one to two physicians for- 
merly lived there are now none. In Washington, 
no physicians in the rural counties have been in 
practice for less than ten years, and in a few 
counties there is an absolute absence of medical 
service. In one West Virginia county of 9,600 
population the five physicians have been in prac- 
tice from twelve to thirty-three years. In Kan- 
sas, of twelve counties with twenty physicians, 
only one is a recent gradute. 

Obviously there is need for some movement 
that will tend to make recent graduates seek 
practice outside of the large centers of popula- 
tion. The keynote would seem to lie in the 
minimized general course that could be obtained 
vt from $2,000 upward instead of the present 
supertraining that must cost from $10,000 up- 
ward. 

The universal tendency of physicians to aban- 
don rural districts for city practice has left coun- 
try practice principally in the hands of old men. 
The galled horse seems to have balked at last! 

One reason for this is that medical education 
and medical service as they are effected in 
America today are so expensive, first to obtain 
and second to give, that the rural communities 
can not afford to pay what the supertrained phy- 
sician has to give. The solution would seem to 
lie in a quota of less expensively trained but 
comparatively adequate medical service to meet 
this problem, with the understanding that a med- 
ical man’s education shall not cease with his 
obtaining of his diploma but that it shall con- 
tinue at later intervals. 

The pivot of this supertraining lies in the 
preliminary training demanded of physicians. 
The question at issue would seem to be the dis- 
pensing with the four years of collegiate study 
and permitting men with thorough high school 
training to commence the study of medicine. 
This would eliminate one of the factors in the 
excessive cost of medical education, yet a factor 
whose influence is in accordance with the ex- 
perience of the simplest economic and social 
principles. Not all men need take this fore- 
shortened course. But unless some action of this 
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sort is taken the practice of medicine will con- 
tinue to be what it has become, a luxury for the 
wealthy. Seven years of technical training means 
seven years out of the ablest period of a man’s 
life. It means, too, surrounding a young man, 
at his impressionable period with too much en- 
vironment and not enough humanity. 

As has been said wisely enough in an edi- 
torial in The Saturday Evening Post: “The real 
pest among reputable physicians is the young 
man who expects his patients to pay for his need- 
lessly high overhead expenses. He may be known 
by his spacious and elaborate offices and waiting 
rooms, buttoned door boys, sleek secretaries, flut- 
tering office nurses, and powder monkeys of both 
sexes, and an all pervading shimmer of white 
enamel mechanical novelties and glittering metal 
work. Not infrequently the young practitioner 
who indulges in all these fripperies is trying to 
put over a poor piece by means of costly stage 
effects. He sometimes forgets and his patients 
still oftener fail to realize that what he has for 
sale resides in his own cranium and that mere 
stvle, atmosphere and scenery are poor substi- 
tutes for knowledge, experience and technical 
proficiency.” 

In epitomizing the situation it is well, fur- 
ther, to quote Flexner: “The question is not 
merely to define the ideal training of the physi- 
cian: it is just as much at this particular junc- 
ture, to strike the solution that, economic and 
social factors being what they are, will distribute 
as widely as possible the best type of physician 
so distributable.” 





A FEW DETAILS OF SERVICE BY THE 
LAY EDUCATION COMMITTEE 
TO MARCH 1, 1925 


The Speakers’ Bureau has supplied 219 medi- 
cal speakers to lay organizations in Illinois. 
Material was furnished by the Lay Education 
committee and traveling expenses paid for about 
one-third of the number. Approximately two- 
thirds of the volunteers donated both time and 
expense. 

Moving picture films on health subjects have 
been supplied to 97 audiences. 

Letter campaigns for the periodical health 
examination have been handled for sixty-six indi- 
vidual physicians and organizations of physicians. 

Three hundred and five newspapers have used 
some form of press release built around news 
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activities, not academic instruction or propa- 
ganda. 

Twenty-four radio talks have been given from 
three stations in Chicago. 

Contacts have been made and working agree- 
ments entered into with fourteen organizations 
doing state-wide volunteer health work in Illi- 
nois. These working agreements provide flexi- 
bility in adapting health education to the needs 
of the county medical society and the practicing 
physician. 

Successful Health Conference, with a full pro- 
gram of competent medical speakers have been 
given in conjunction with the Illinois Federation 
of Woman’s Clubs at Urbana and East St. Louis. 
An All-Community Health Pageant will be given 
in Chicago on March 13 and 14, with the co- 
operation of the Chicago Dental Society, the 
Chicago Retail Druggists Association, the Chi- 
cago Health Department and the State Depart- 
ment of Health. More than 5,000 advance 
tickets have already been reserved. 

Conferences with the Illinois Association of 
Graduate Nurses have been held at Alton and 
Rock Island, 

Forty-three counties have been visited and 
some form of community educational work estab- 
lished in thirty-nine. 187 medical societies, 
meetings and committees have been attended and 
addressed by the director. Forty-one lay audi- 
ences have been addressed on the general subject 
of co-operation with the medical profession, 

Assistance has heen given in the organization 
of five woman’s auxiliaries. More than 800 phy- 
sicians have been personally interviewed for ma- 
Exhibits 
have been organized for thirteen school and com- 
munity affairs. Every committee of the state 
council has in some way made use of the Lay 
Education department. 

The work has barely begun, but it has begun 


lerial and advice on Lay Education. 


to show concrete returns in co-operation from 
lay groups. It must be personalized and carried 
through to the point of service to every individ- 
ual member of this society, as well as the broader 
interests of the medical profession. 
DO YOU WANT THIS WORK TO GO ON? 
WILL YOU HELP? 


Write to the Lay Education Committee 
25 East Washington Street, 
Chicago. 
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DO CROWDED CENTRAL MARTS CONSTI- 
TUTE A MENACE TO PUBLIC 
HEALTH? 

Competent authorities question the advisabil- 
ity of central shopping centers with. consequent 
over-crowding, promiscuous assemblage and ten- 
dency to disseminate germs of disease. The med- 
ical profession has been asked to endorse a dis- 
continuance of this custom. 

Possibly large assemblages, including people 
from all-parts of a community may be mate- 
rial factor in the distribution of infection. But 
the matter is of such far reaching importance, 
and has so many and such various contiguities 
that it should be studied from all sides. 

There is an element of dubiousness in the pro- 
posed inauguration of a campaign for people to 
trade at the stores in their immediate vicinities 
instead of the central marts, such as Chicago’s 
congested loop district with practically every na- 
tionality under the sun, and every germ in the 
list, finding continuous representation in the 
throngs that swarm through the trillion doliar 
shopping district. Less crowded, smaller, and 

patronized neighborhood 
stores might, it is true, be effected in minimiz- 
ing one of the real menaces to individual and 
to community health.” 

Before the medical profession complies with 
this suggestion of endorsing a campaign, to 
“Trade away from congested centers.” Careful 
and unprejudiced consideration of the matter 
must be the fore-runner of any organized move- 
ment. 


less promiscuously 


J 


It will be of moment and interest to have an 
expression of opinion in this regard, from our 
readers. 





SHALL WE CONTINUE TO CENTRALIZE 
MATTERS IN WASHINGTON? 


“Were we directed from Washington when to 
sow, and when to reap, we should soon want 
bread.” —Thomas Jefferson. 

Lee S. OVERMAN 
Junior Senator from North Carolina. 

The last general election was won without re- 
gard to issues, but solely upon what the people 
believed to be the qualifications of one man. 

Early in the campaign, Republican politicians 
realized that they could not hope to go before 
the people on a Republican record, Hence, the 
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ery arose—‘Coolidge is the issue.” No other 
claim must be made, and none other was. 

There can be no mistake-that a great majority 
of the nation gave Mr. Coolidge a most solemn 
mandate. In the minds of the voters, he was 
divorced from his party to begin with. It was 
Coolidge that was returned to the Presidency; 
there was no mandate to the Republican politi- 
cians. Therefore, Mr. Coolidge’s responsibility 
is exceedingly great. 


THE PARLOR “PINKS” 


But the recent election demonstrated another 
matter of vital national importance, and that is, 
the lack of confidence the people expressed in 
political parties as such. 

Why this lessening of respect for the old-line 
parties? The situation indicates that there must 
be a need of house cleaning within party ranks. 
It indicates further that parties have been drift- 
ing away from fundamental principles that have 
always captured the affection of the masses. 

I shall not attempt to say much in this article 
about the Republican party, but will point out 
briefly just a few things that I believe we Dem- 
ocrats could ponder over with a great deal of 
profit to ourselves. 

In the first place, the Democratic party should 
firmly resolve that its age-long policy of thor- 
ough Americanism should be strictly adhered to. 
It should take a thorough stock of itself and 
stand against the siren calls of the parlor “pinks” 
—be they masculine or feminine—that have been 
so perniciously active in the United States for 
the last few years. 

Let there be no confusion about this statement. 
There is ample room in the Democratic party for 
wholesome, progressive, American ideas. The 
progressive legislation passed during the first 
Wilson Administration fully evidenced the fact 
that the Democratic party is a progressive party 
—progressive in the sense that it responds to the 
will and needs of the American people in a sane 
and judicious manner. There is a great deal of 
difference between such a policy and being cap- 
tivated (or browbeaten) into support of meas- 
ures that have originated under influences en- 
tirely un-American, measures that are not only 
unsuited to American needs but are fraught with 
great danger. 
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MORE GOVERNMENT AT HOME 

Let me illustrate by briefly referring to the 
proposed amendment to the Constitution known 
as the Child Labor Amendment. This amend- 
ment proposes “to limit, regulate or prohibit the 
labor of all persons under eighteen years of age.” 
At present this power resides in the respective 
states and this amendment undertakes to trans- 
fer such power to the Federal Government. It 
will be noted that, in reality, this amendment ts 
not a child labor amendment, but might more 
properly be called a “child control” amendment. 
It is most geheral in its scope and is probably the 
greatest grant of power that has ever been pro- 
posed for any general government in the same 
number of words. 

It does not attempt to regulate the employers 
of children under eighteen years of age, the con- 
ditions under which they shall work, but it seeks, 
rather, to control the child and any manner of 
work in which he might become engaged, whether 
with or without compensation. 

There is convincing evidence that this idea 
originated in Russia during the Bolshevik régime 
and has been transplanted in America. Congress 
seemed to handle the matter rather gingerly and 
evidently thought it must pass some such meas- 
ure before the election, and, therefore, “passed 
the buck” to the states. It is fervently to be 
hoped that the respective legislatures will fully 
understand the import of this proposition before 
they come to a vote on it. But to begin with, 
legislators will have to make up their minds to 
steel their hearts against wily propaganda and 
clever lobbying. No stone will be left unturned 
to force this monstrosity upon the American 
people. ° 

Such legislation as this can well be left to the 
several states. North Carolina has already re- 
fused to ratify. North Carolina also boasts of 
an excellent child labor law and it had my sup- 
port in its passage and I take pride in its enforce- 
ment. 

But here is where the Democratic party comes 
in: 


The Democratic party was born the champion 
of States’ Rights. We have had periods in our 
history when we have wandered away, and we 
occasionally have cause to think over “a frequent 
recurrence to fundamental principles.” 

One of the greatest causes of unsatisfactory 
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conditions in the United States is the fact that 
we have wandered away from the principles of 
States’ Rights. We should get the idea into our 
minds that we need a little more government at 
home and a little less in Washington. Thomas 
Jefferson never uttered a truer saying than that 
“It is not by the consolidation, or concen- 

tration of powers, but by their distribution, 

that good government is effected.” 
Concentration of power will inevitably result in 
abuse of that power to some extent. 

There has been far too great a tendency to 
pass on to Washington disagreeable tasks and 
asking the general government to find the solu- 
tion. We need some good old-fashioned home- 
grown Democracy in America today, the spirit 
that will move people to look around home a 
little and see if they cannot do some of their own 
governing. 

There is no safe basis for judging just how far 
this concentration of power and government at 
Washington will go. Even now we are confronted 
with a proposition regarding education that will, 
if heeded by Congress, finally result in the na- 
tionalization of our public school system. If 
there is anyone who doubts that the respective 
states of this Union are sufficiently able to take 
care of the education of their children and pro- 
vide adequate public school facilities, I invite 
such individual to visit my native state and there 
see the rapid progress North Carolina has made 
in her public school system within the last decade. 
Today the Old North State has a public school 
system of which any commonwealth could be 
proud. It is growing and improving, and we 
intend to be second to none in these great United 
States., And it is doubtful if we now are. But 
we would never have made the progress we have 
if we had depended on Washington. 

TOO MANY LAWS 

Nationalize! Centralize! These seem to be 
the slogans of individuals who do not understand 
what the fundamental American system is, and 
who would like to change our system after a for- 
eign pattern. Why we fought the Revolution to 
escape a concentration of power unwisely used. 
Our forefathers were determined that they would 
make no such mistake in America. Power was 
to be wisely distributed and jealously guarded. 

Harken again to Jefferson : 

“Were not this great country already divided 
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into States, that division must be made, that each 
might do for itself what concerns itself directly, 
and what it can so much better do than a dis- 
tant authority.” 

And again: 

“Were we directed from Washington when to 
sow, and when to reap, we should soon want 
bread.” 

Again: 

“When all government, domestic and foreign, 
in little as in great things, shall be drawn to 
Washington as the center of all power, it will 
render powerless the checks provided of one gov- 
ernment on another, and will become as venal 
and oppressive as the government from which we 
separated.” ' 

The tendency toward centralization at Wash- 
ington was critically observed more than a cen- 
tury ago, but there has been little to halt the on- 
ward march. 

But one thing will halt it—the American 
People; they alone can halt it. When they see 
their home affairs taken away from them one by 
one, intrusted to the tender and distant mercies 
of bureaucratic administration, they are going to 
resurrect Democratic doctrine on this question, 
and adopt it. States’ Rights is no longer a par- 
tisan nor a sectional but an American doctrine 
in which even Republicans have come to believe. 
Washington itself will be forced by the very bur- 
den which centralization imposes, to warn the 
people not to be misled in giving away their 
rights. Not every problem that faces the country 
can be met by the simple expediency of more 
Federal legislation. 

We have too many laws now. We are con- 
fronted today with the necessity of farm relief 
legislation, an obligation that members of Con- 
gress cannot ignore. But, farm relief legislation 
becomes necessary today because so much of 
special privilege legislation has preceded it. If 
other interests, using special legislation inuring 
to their benefit, had not brought about the pres- 
ent economic situation, the farmer would not be 
facing a condition that requires legislation for 
his benefit ! 

The nation needs legislation to undo some of 
the legislation already enacted. The American 
people should have a fair chance to manage their 
own affairs. We should check the growing ten- 
dency of our government to pry into our most 
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private affairs, to take over the operation of our 
homes, and to dictate the conduct of our families. 
Americans do not want too much governing, and 
once they get the proper channel through which 
to express their resentment of it, they will make 
it clearly and unmistakably known. The Demo- 
cratic party should become the means for that ex- 
pression. 
NORTH CAROLINA’S STAND 


We need to return to some old-fashioned Dem- 
ocracy! which simply means in other words, 
“Back to the fundamental principles of the Con- 
stitution.” 

It will be remembered that my state was res- 
ponsible for the Tenth Amendment to the Con- 
stitution, which reads: 

“The powers not delegated to the United States 
by the Constitution, nor prohibited by it to the 
States, are reserved to the States respectively, or 
to the people.” 

North Carolina was unwilling to leave this im- 
portant question to future interpretation, and, 
together with Rhode Island, refused to enter the 
Federal Government until November, 1789, 
nearly a year after its formation under the Con- 
stitution, and would not enter until this amend- 
ment was adopted. There were other states just 
as concerned over its incorporation, but entered 
the Federal Government upon assurance that it 
would be put in. However, North Carolina 
wanted it “written in the bond.” Therefore, it 
may occasion no surprise if North Carolinians 
have firm convictions in regard to it today. The 
Old North State just as jealously favors the 
guarding of her rights today as she did in 1789. 

Dearborn Independent, January 31, 1925. 





WHY DO WE HAVE TO FIGHT SUCH 
FREAKS? 

One sometimes wonders, when we are annually 
compelled to fight against some of the bills in- 
troduced into the state legislature, why public 
officers, keen and astute lawyers and clear headed 
business men are so easily influenced by inter- 
ested propagandists, professional uplifters. pro- 
fessional philanthropists, sensationalists, sob- 
statisticians, professors of non-serious subjects, 
pseudo-medical dilletantists, star-gazers and so- 
called reformers-—all of whom are afflicted by 
mental mixed astigmatism whereby they are 
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neither able to see clearly and distinctly in any 
pane or at any distance. 





LAY DICTATION OF MEDICAL PRACTICE 


The Volstead act is a sample of the viciousness 
of lay dictation in medicine. Here we have an 
illustration of a legislative body without knowl- 
edge of the subject, pronouncing on the useless- 
ness of alcohol as a drug, has prescribed its 
dosage and has compelled the violation by the 
physician of the confidences of his patient in 
order to secure even the amount which is allowed. 


INTERSTATE POST GRADUATE ASSEM- 
BLY CLINIC TOUR TO EUROPE 

The Interstate Post-graduate Clinic Tour of 
American Physicians to Canada, the British 
Isles and France next May is rapidly developing 
into the most remarkable expedition of the sort 
ever undertaken. The total cabin accommoda- 
tion of the new White Star Line 8. S. “Doric” 
has been chartered for this trip and already 476 
of the 602 berths have been assigned. 

At the present rate the ship will be filled in 
about three weeks. Those who are interested in 
going should make their reservations as soon as 
possible by sending a deposit of $65.00 to the 
Managing Director of the Association, Dr. Wil- 
liam B. Peck, Freeport, Illinois. 





THE ATLANTIC CITY SESSION 


ENTERTAINMENT FOR THE LADIES AT ATLANTIC 
City 

The Local Committee of Arrangements at At- 
lantic City, through Mrs. Worth Clark, chair- 
man of the Women’s Committee of Entertain- 
ment, announces that plans are being made to 
provide entertainment for the wives and daugh- 
ters of Fellows, so that their visit to Atlantic 
City during the annual session of the American 
Medical Association will be made as pleasant as 
possible. The indications are that many Fel- 
lows will be accompanied to Atlantic Citv by 
members of their families—Jour. A. M. A., Feb. 
28, 1925. 

ALUMNI REUNIONS 


Secretaries of alumni associations, college 
classes, etc., are requested to send as early as 
possible to the Secretary of the American Med- 
ical Association information concerning ban- 
quets, reunions or other meetings that are to be 
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held in Atlantic City during the coming annual 
session.—Jour. A. M. A., Feb. 28, 1925. 





Repucep RaiLroap Fare to ATLANTIC City 


The rate of one and one-half fare for the benefit of 
members and Fellows of the American Medical Asso- 
ciation who will attend the annual session in Atlantic 
City, May 25-29, has been granted by the railroads. 
The member, when purchasing his ticket, pays the full 
one way fare to Atlantic City, at the same time secur- 
ing his certificate from the railroad agent. This cer- 
tificate will be approved at Atlantic City by the Secre- 
tary of the Association, must be validated by a 
representative of the railroads, and will then entitle 
the holder to a return ticket at one-half fare. The 
validation desk will be located near the Registration 
Bureau on the Stcel Pier—Jour. A. M. A., Feb. 14, 
1925. 





AMERICAN MEDICAL GOLFING ASSOCIATION 


The Eleventh Annual Tournament of the American 
Medical Golfing Association will be held at Seaview 
Golf Club, Atlantic City, Monday, May 25. 

Dr. D. Chester Brown, Danbury, Conn., is president, 
Dr. Walt Conaway, Atlantic City, is secretary-treas- 
urer, and John Walter, Evanston, IIl., is business sec- 
retary of the American Medical Golfing Association. 

Any Fellow of the American Medical Association 
may join the American Medical Golfing Association 
by paying the enrollment fee and subscribing to the 
by-laws. Application for enrollment should be sent 
to John Walter, 1507 Hinman Avenue, Evanston, IIl.— 
Jour. A. M. A., Feb. 14, 1925. 





MEDICAL BILLS BEFORE THE ILLINOIS 
LEGISLATURE OF INTEREST TO 
PHYSICIANS 

The following bills are before the Illinois 
Legislature. They are sent us by the chairman 
of the Legislative Committee, Dr. J. R. Neil, 
Springfield, Illinois, to whom all communica- 
tions should be addressed. Comments are invited 
and if any one is interested in any specific meas- 
ure copy of the bill will be sent to him, upon 
request to the chairman of the Legislative Com- 
mittee. 

Amends section 1 of the municipal tuberculosis 
sanitarium Act by increasing the maximum tax from 
one mill to one and one-half mills. 

Jan. 27. Introduced. Committee on Municipalities. 
S. B. 44. Ryan, Frank J. 

Provides for the issuance of certificates of registra- 
tion as a registered natureopath by the Department of 
Registration and Education, and fixes qualifications for 
applicants, which certificates are required for the prac- 
tice of massage or natureopathy after October 1, 1925. 

Feb, 4. Introduced. Committee on Public Health. 
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Comment: This bill rests at the present time 
There is an increasing resistance noticeable among the 
barbers and it is their intention to fight the bill very 
actively by sending a proper representation to Spring- 
field. There is no need for any great activity on the 
part of the Medical Society regarding this measure 
at this time, as it undoubtedly will be a case of 
euthanasia. (The stenographer in taking notes misun- 
derstood this term and wrote “youth of Asia,” which 
probably explains the situation equally as well as the 
bill probably has just as much chance as a youth in 
a foreign country.) 

S. B. 47. Barr. 

Amends Workmen’s Compensation Act, extending 
provisions of act so as to include enterprises in which 
sharpedged tools are used or handled . Extends mean- 
ing of the term “employe” so as to include persons 
whose employment is outside of IlIlinoiis, if the con- 
tract of hire was made within the State of Illinois. 
Increases the amount of compensation to be paid em- 
ployees for injuries. Provides that employer shall 
furnish competent physician to render first and subse- 
quent aid. Provides that pending final determination 
of any controversy before an Arbitrator or the Com- 
mission, such Arbitrator or Commission may make 
interlocutory findings, orders and awards. 

Feb. 4. Introduced. Committee on Judiciary. 

S. B. 58. Denvir, 

Amends section one of Article V of Cities and 
Villages Act enumerating powers of the city council 
in cities and the president and board of trustees in 
villages to provide: Sixty-seventh: To provide for 
the inspection of steam boilers, air tanks, ammonia 
tanks and other dangerous tanks; seventy-sixth: To 
appoint a board of health, and prescribe its powers 
and duties or to establish a department of health with 
like powers in the head thereof; ninety-first: To tax, 
license and regulate auctioneers, distillers, breweries, 
lumber yards, coal yards, livery stables, public scales, 
ice cream parlors, coffee houses, restaurants, hotels, 
detective agencies, private detectives, money changers 
and _ brokers, 

Feb. 10. Introduced. Committee on License and 
Miscellany. 

S. B. 73. Boehm. 

Adds section 6a to Division I of the Criminal Code 
to prohibit the advertising, selling, or giving away or 
the writing or printing of any letter, circular, etc., 
giving information to prevent conception, and provides 
penalty. 

Feb. 11. Introduced. Committee on Judiciary. 

S. B. 82. Roos. 

Provides for the formation, government, operation 
and dissolution of mosquito abatement districts in any 
part of the State to facilitate the extermination of 
mosquitoes, flies and other insects, and for the assess- 
ment, levy, collection and disbursement of taxes 
therein. 

Feb. 11. Introduced, Committee on Municipalities. 
S. B. 115. Deck. 

Amends section 6 of “An Act relating to children 
who are now or may hereafter become delinquent, 
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to define these terms, and to provide for the treat- 
ment, control, maintenance, adoption and guardian- 
ship of the persons of said children,” approved April 
21, 1899. Provides for the appointment of probation 
officers to be paid by the county. 

Feb. 18. Introduced. Committee on Fees and Sal- 
aries. 

S. B. 116. Glackin. 

Creates the office and authorizes the appointment of 
county health superintendents. Appropriates $50,000 
to Department of Public Health to pay one-half of 
the salary of county health superintendent in any 
county under this act. 

Feb. 18. Introduced. Committee on License and 
Miscellany. 

Comment: This bill will be published in full in 
our next bulletin. 

S. B. 117. Jewell. 

Amends sections 1, 2, 3 and 5 of “An Act to regu- 
late and limit the hours of employment of females 
in any mechanical or mercantile establishment or fac- 
tory, or laundry, hotel or restaurant, or telegraph or 
telephone establishment or office thereof, or in any 
place of amusement, or by any express or transpor- 
tation or public utility business, or by any common 
carrier or in any public institution, incorporated or 
unincorporated, in this State, in order to safeguard 
the health of such employees, to provide for its en- 
forcement, and a penalty for its violation,” approved 
June 15, 1909. Provides eight-hour working law for 
women and makes certain exceptions, 

Feb. 18. Introduced. Committee on Corporations 
and Industrial Affairs. 

S. B. 120. Lantz. 

Repeals “An Act to prohibit the establishing and 
enforcing of the tuberculin test for dairy animals by 
any city, village, incorporated town, county or other 
corporate authority in the State of Illinois,” filed June 
12, 1911. 

Feb. 18. Introduced. Committee on Agriculture, 
Live Stock and Dairying. 

H. B. 6. Choisser. 

Provides for the formation and disbursement of a 
pension fund for aged persons, and an annual tax of 
one-half mill on all taxable property within the State. 
Fund is to be administered by the Industrial Commis- 
sion under the name and style of Old Age Pension 
Commission with the aid of the respective County 
Pension Agents. 

Jan. 28. Introduced. Committee on Judiciary. 

H. B. 29. Soderstrom. 

Amends Workmen’s Compensation Act. Among 
other things provides that “employer shall furnish 
competent physician to render first and subsequent 
aid.” 

Jan. 28. Introduced. Committee on Insurance. Feb. 
17. Committee on Judiciary. 

H. B, 58. McClugage. 

Amends sections 1, 2, 3, 4, 5 and 6 of the act relat- 
ing to schools for crippled children, to include boards 
of school directors. 

Feb. 4. Introduced. Committee on Education. 

H. B. 59. McMackin. 
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Amends section 1 of “An Act to provide for wash 
rooms in certain employments to protect the health 
of employees and secure public comfort,” to require 
washrooms to be in all railroad roundhouses, terminal 
passenger stations and yard offices. 

Feb. 4, Introduced. 
Affairs. 

H. B. 73. Choisser. 

Adds section 14a to “An Act to revise the law in 
relation to the regulation to the practice of embalm- 
ing,” to provide that no ambulance or other vehicle 
which is used for the transportation of sick or injured 
persons shall be used to transport dead human bodies. 

Feb. 4. Introduced. Committee on Judiciary. 

H. B, 82. Choisser. 

Provides for one day of rest in seven for employees 

in certain employments. 


Feb. 10. Introduced. Committee on Judiciary. 
Comment: Physicians are not included, 
H. B. 86. Green, 

Provides that if a proposed amendment to the Fed- 
eral Constitution is duly submitted to the General 
Assembly, and is not ratified at the session at which 
it is submitted, that the question of ratification be 
submitted to the people. 

Feb, 10. Introduced. Committee on Elections. 

Comment: Obviously an unwarranted measure. A 
beautiful way for the legislature to pass the buck. 
Sheppard-Towner, Child Labor and other exponents 
of Federal Subsidies undoubtedly will indorse this 
measure. 

H. B. 119. Curran. 

Makes appropriation and distribution to the Depart- 
ment of Public Welfare for the support, operation, 
maintenance and expenses of the several State char- 
itable, penal and reformatory institutions and other 
divisions of the Department of Public Welfare, until 
the expiration of the first fiscal quarter after the 
adjournment of the next General Assembly, of $25,- 
434,593, 

Feb. 12. Introduced. Committee on Appropriations. 
H, B. 120. Fekete. 

Amends sections 1, 2, 4, 6, 7 and 12 of “An Act 
in relation to the regulation of the practice of optome- 
try,” providing for the issuance of certificates of regis- 
tration as registered optometrist, and fixing qualifica- 
tions of applicants. 


Committees on Industrial 


Feb. 12. Introduced. Committee on Judiciary. 
H. B. 136. Reeves. 

An act in relation to the eradication of tuberculosis 
among cattle, providing that county boards may 
appoint a county veterinarian. Provides for the mak- 
ing of tests, destroying of infected cattle and imburse- 
ment to owner. 


Feb. 17, Introduced. Committee on Agriculture. 
H. B. 137. Reilly. 

Amends sections 1 and 3 of “An Act authorizing 
cities and villages to provide for the payment of allow- 
ances of money to the families of dependents of 
policemen and firemen killed or fatally injured while 
in the performance of their duties.” Approved June 
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27, 1921, to provide for the creation of a trust to 
conserve the funds so paid. 

Feb. 17. Introduced. Committee on Municipalities. 

Comment: Undoubtedly a humane measure, but not 
very far removed from “State Medicine” ideas. 

H, B. 153. Booth. 

Amends section 10 of “An Act to provide for the 
partial support of mothers, and for the probationary 
visitation, care and supervision of the family for 
whose benefit such support is provided,’ as to the 
qualification of such mother when she has but one 
child under the age of 16 (now 14) years. 

Feb. 18. Introduced. Committee on Judiciary. 

H. B. 169. LaPorte. 

Amends section 16 of “An Act to enable cities and 
villages to establish and maintain public tuberculosis 
sanitariums,” approved March 7, 1908, to permit the 
levy of a tax of not to exceed two (now 1 1-3) mills. 

Feb. 18. Introduced. Committee on Municipalities. 
H. B, 176. Tice. 

An act to provide for the eradication of bovine 
tuberculosis by means of quarantine and otherwise, 
and providing penalties for violations of the provi- 
sions thereof. Provides for tuberculin tests under 
the direction of the Department of Agriculture. 

Feb. 18. Introduced. Committee on Agriculture. 
H, B. 182. Abbey. 

Appropriates $1,153,397 to provide for the ordinary 
and contingent expenses of the Department of Public 
Health until the expiration of the first fiscal quarter 
after the adjournment of the next regular session. 

Feb, 19. Introduced. Committee on Appropriations. 





ERRONEOUS STATEMENT RELATIVE TO 
THE SHEPPARD-TOWNER ACT 


The publicity department for the Children’s Bureau 
of the United States Department of Labor announces 
that $1,688,047.12 has been expended by federal and 
state governments in the carrying out of the Sheppard- 
Towner Act, or the so-called federal Maternity and 
Infancy Act, during the first fifteen months following 
its passage. The federal grants to the states have 
totaled $1,046,523.56, and the state appropriations 
$641,523.56. Forty-three states cooperated in 1922, and 
forty-one states in 1923. The number for 1924 in- 
cludes forty. The states that do not cooperate are 
Kansas, Illinois, Louisiana, Vermont, Maine, Massa- 
chusetts, Connecticut and Rhode Island, but Louisiana 
is to come in during 1925, Since this bill was strongly 
opposed by the medical profession before it was passed 
by Congress and endorsed by President Harding, it is 
in order to inquire as to just what has been accom- 
plished through the expenditure of this large amount 
of money. Perhaps it is well to quote exactly what 
the publicity department for the bureau has to say; 
the claim is made that this act has demonstrated its 
value since it has: 

1. Stimulated state activities in maternal and infant 
hygiene. 

2. Maintained the principle of local initiative and 
responsibility. 

3. Improved the quality of the work being done for 
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mothers and babies by disseminating through a central 


source—the federal government—the results of scien- 


tific research and methods of work which have been 
found to operate successfully. 

4. Increased state appropriations with the passage 
of the act. From the appropriation for the fiscal year 
1922, fifteen states were able to accept only the $5,000 
unmatched funds. Six states were able to accept only 
the $5,000 unmatched from the federal appropriation 
for the fiscal year 1923. All of the states cooperating 
under the act either have already accepted more than 
the $5,000 unmatched allotment from the 1924 federal 
appropriation, or will be able to do so. Moreover, 
since the Maternity and Infancy Act became effective, 
thirty-three states accepting it have made definite in- 
creases in their own appropriations for the welfare of 
mothers and babies, 

Actually, the first three items just quoted mean 
nothing. They represent no scientific evaluation of 
results, but merely the general statement that more 
attention is being paid to the matter without evidence 
of paternalism. How is it demonstrated that this act, 
which is essentially paternalistic, has “maintained the 
principle of local initiative and responsibility?” The 
fourth claim made means even less from the stand- 
point of benefit, since one of the chief charges against 
this act was that it forced the states to appropriate 
money in order that they might receive an equal share 
of federal funds. It is strange, then, that the claim 
should be made that one of the benefits of the act 
has been that the states have been forced to appro- 
priate money which, by the very nature of things, 
they could hardly avoid appropriating. If the pro- 
ponents of the Sheppard-Towner Act would justify 
the bill, they must submit exact figures indicating that 
the maternal and infant death rates have been appre- 
ciably lowered in those states which have cooperated 
with the federal government, and that the rates are 
much lower than those obtaining before this meddle- 
some legislation became effective, and lower also than 
those of the states which have not cooperated, and 
which may serve in this case as a control. Further- 
more, recognition should be made of the tendency 
toward lowering of maternal and infant mortality rates 
in accordance with the general lowering of all mor- 
tality rates following increased application of our 
knowledge of sanitation and hygiene—J. A. M. A. 





THE FAMILY PHYSICIAN 


The Chicago Tribune, Nov. 28, 1924, comments edi- 
torially on the Family Physician as follows: 

In recent years of medical progress therapeutics 
has come to be a Cinderella, The fame won in scien- 
tific research, and most properly bestowed for scientific 
discoveries in the origin and nature of diseases, has 
inevitably thrown into the shade the practice of medi- 
cine, the art of the sick room. At the same time the 
growth of medical knowledge and the general ten- 
dency of the time has developed specialization to a 
high degree. 

Both these phenomena in the medical world have 
heen attended by disadvantages and thoughtful men 
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in the profession for some time have believed that 
they needed some offset or correction. There began 
to be too much of a flow of talent into special fields 
either of investigation or specialized practice, and were 
the tendency to increase we should presently have a 
great accumulation of knowledge and no one applying 
it to the actual relief of the suffering. Aside from 
the inherent limitations and dangers of specialization, 
the system is not workable except in the larger medi- 
cal centers. In the country and small towns there 
is need, as always, for the general practitioner; and 
for that matter we believe there is need for him in 
cities as well; not only because of the high cost of 
the specialist system, but because the family physician 
is a very high product of experience and science, per- 
forming a service which no group of specialists can 
do. What is called the old fashioned family doctor 
requires a knowledge of the physical and mental mate- 
rial he deals with in advising and caring for his 
patients year in and year out, which the specialist 
system cannot have except through him. The spe- 
cialist supplements his knowledge and together they 
represent a tremendous advance in efficiency. But we 
cannot get along without the general practitioner, and 
it is well that a great institution like the Northwest- 
ern University should give special attention to him. 





RELEASE OF TRYPARSAMIDE 


The Rockefeller Institute for Medical Research has 
announced the release of the drug known as Tryparsa- 
mide for use in the treatment of human and animal 
trypanosomiasis (African sleeping sickness and mal 
de caderas) and selected cases of syphilis of the cen- 
tral nervous system. This action is based on results 
reported from clinical investigations which have been 
in progress for several years. The drug will be manu- 
factured by the Powers-Weightman-Rosengarten Co. 
of Philadelphia, and will become available through 
the regular trade channels about January 1, 1925, In 
releasing the drug for the benefit of the public, the 
Rockefeller Institute desires it to be known that the 
Institute does not share in any way in profits that 
may be derived from the sale of the drug and that, 
with the cordial cooperation of the manufacturers, 
provision has been made for the maintenance of a 
schedule of prices on as low a basis as possible. 





NATION’S NEED FOR THE FAMILY DOCTOR 
SHOWN 


Survey at N. U. Hits at SPECIALIZATION 


The Chicago Tribune, Nov. 26, 1924, makes the fol- 
lowing comment : 

America’s need for the old time family doctor— 
the doctor who could treat anything from earache to 
appendicitis—has won the attention of Northwestern 
University. 

Definite action was taken last night after President 
Walter Dill Scott had read a survey made on this 
need to the members of the university’s board of 
trustees. 

The survey, which substantiated what Chicago 
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medical leaders have been saying in a general way for 
several years, was made by two of the most noted 
men in the field of medicine in the country and two 
educators representing the Evanston institution. 


THOSE WHO MADE SURVEY 


The four were Dr. Charles H. Mayo one of the 
heads of the famous clinic at Rochester, Minn.; Dr. 
FE. P, Lyon, dean of the school of medicine of the 
University of Minnesota; Prof. Raymond A. Kent, 
dean of the college of liberal arts, and Prof. Horace 
Secrist, teacher of economics at Northwestern. 

Their survey was made in a series of conferences 
and after the study of a vast deal of data. It is 
believed to be the first exhaustive study of this par- 
ticular medical need. 

Summarized, the report of these four men holds 
that for the last two or three decades the trend in 
medical study has been toward specialization. Medi- 
cal schools have turned out graduates learned in the 
diseases of the ear, nose, and throat; men who diag- 
nose stomach ills and nothing else; doctors who devote 
their sole attention to the lungs or abdominal surgery. 

Everybody who today wins an M. D. turns, it 
seems, toward some special form of medicine. 

The result has been, these noted students of the 
problem say, that in many parts of the country there 
are plenty of specialists, but a dearth of all round 
doctors, This is especially marked, it is said, in rural 
districts where the need for the family doctor is 
most pronounced. 


GO MILES TO FIND A DOCTOR 

Cases have been reported where patients suffering 
from complex ailments have had to cover miles in 
making the rounds of the specialists before they could 
find a doctor who would administer to their needs. 

So, as President Scott told the trustees last night, 
the time has come for medical schools to bring back 
the old fashioned, well rounded doctor. The trus- 
tees agreed. In making plans for McKinlock Memorial 
campus, which is to be built on Lake Shore drive by 
Northwestern, care will be taken that conditions are 
suitable for the teaching of this sort of medical man. 

“This does not mean,” President Scott said, “that 
one will not be able to take specialized training at our 
school. We will teach specialists. It means that we 
will also teach men to become doctors who can ad- 


minister to the needs of a family, whether that need 
be a cure for earache or gallstones.” 





WE ARE TAKING TOO MUCH INTEREST IN 
THE PATIENT AS A “DISEASE” AND 
NOT ENOUGH AS A HUMAN 
BEING 


Tue PAsstnc oF THE Otp Time Doctor 


A man who is now a prominent practicing physician 
was speaking of an old doctor who had just died. “I 
remember,” he said, “when I was an interne, coming 
in late one night. to the hospital and I saw this doctor 
sitting on the steps. ‘What is the matter?’ I asked 
him. ‘Well, that woman we operated today,’ he said, 
‘I went home and went to bed, but I kept thinking 
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about her and | couldn't sleep, so 1 got up and dressed 
and came over. I thought it was better to be around 
here in case any complications should come up.’” 

That to us seems to size up the type of physician 
that represents a period that may not have been as 
rich in scientific knowledge as the present but one 
that has been one of the greatest factors in making 
the medical profession not only respected but beloved. 

Is it because we are taking too much interest in 
the patient as a “disease” and not enough as a human 
being that we are getting away from the personal 
touch that characterized the old time family doctor? 
To make a correct diagnosis may be gratifying. Too 
many physicians may think their duty is performed 
when they have solved a difficult case. The old time 
doctor stayed with his patients till the patient either 
died or got well. His patients had no opportunity to 
slip off to the chiropractor or Christian Scientist or 
some other attractive cult that would give him some 
hope, if not help. 

And between the family physician of the old days 
who carried with him hope and good cheer, if not 
antitoxin and serum, and the modern specialist who 
is so busy with a crowded practice and writing papers 
and attending meetings that he is through when his 
diagnosis is correctly made, there was another type of 
man—the man who kept abreast of or even led the 
scientific work of his day but still carried with him 
affection and sympathy; who was not only respected 
but loved by all whom he strove to observe.—Mo. 
State Med. Jour., Nov., 1924. 





WHY MASSACHUSETTS BEAT CHILD 
CONTROL 


NEW ENGLAND PARENTS RELIEVE THEY CAN MANAGE 
THEIR OWN CHILDREN 

Marcaret C, Ropinson 1N THE DeEarporn INoDE- 
PENDENT MARCH 7 


The fathers and mothers of the State of Massa- 
chusetts believe that they are better qualified to judge 
of what tasks their children under eighteen years of 
age are capable of performing in the home or on the 
home farm than the Children’s Bureau at Washington, 
which defines the washing of dishes and the collecting 
of hens’ eggs as “Child Labor.” 

On November 4, the men and women of Massa- 
chusetts were given an opportunity, under the People’s 
Opinion Law, to express their opinion as to whether 
the Massachusetts legislature should ratify the so- 
called Child Labor Amendment. The result of this 
referendum to the people of a question touching not 
only their fundamental constitutional rights, but so 
intimate and personal a matter as the control and 
education of their own children, is of interest and 
value to the whole country. 

At the beginning of the six weeks’ campaign for 
and against the amendment, public opinion was favor- 
able to the amendment, on the strength of its name 
alone. Any measure for the removal of harmful 
conditions of child labor wins immediate sympathy 
in Massachusetts, which has always been a pioneer 
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in good child labor legislation. But as the campaign 
of education went on, and the people began to realize 
that the amendment contained an enormous new grant 
of power to Congress, such as no government in the 
world exercises outside of Soviet Russia, and as the 
full significance of the text of the amendment (“Con- 
gress shall have power to limit, regulate and prohibit 
the labor of persons under 18”) began to be under- 
stood, a tremendous change in public opinion set in, 
until on November 4 when the vote was taken 241,461 
men and women voted for the amendment and 697,563 
against it. This is the largest majority ever given on 
any question submitted to the people of Massachu- 
setts. 

What are the reasons for this tremendous defeat 
of the amendment in a progressive state like Massa- 
chusetts, which has always stood in the forefront of 
Child Labor Reform? 

The advocates of the amendment, who are very 
bitter at such an overwhelming defeat at the hands 
of the people, say that the people were deceived. 

Were the people deceived? There were certainly 
many barefaced attempts to deceive them. They were 
told, for instance, by advocates of the amendment, 
that little children of six and eight worked long hours 
in the southern mills, and that the South has no 
restrictive child labor legislation. The fact that every 
southern state forbids child labor in the mills up to 
the age of 14 was carefully concealed. 

They were told that in Georgia little children could 
work all night in the mills. No child under 14 years 
and 6 months can work in the mills in Georgia after 
7:00 p. m. or before 6.00 a. m. 

They were told that 89,000 children under 15 are 
working in the mills in Georgia. The actual number 
is considerably under 300. 

They were told that almost no states prohibit child 
labor at night. The fact is that almost all states do 
prohibit it. 

They were told that no Socialist had anything to 
do with the drafting the amendment. The fact is that 
a woman who had much if not most to do with draft- 
ing the amendment—Mrs. Florence Kelley—is a mem- 
ber of the Socialist party, ex-president of the Inter- 
collegiate Socialist League, and lecturer at the Rand 
School of Socialism. 

But—and here’s the rub!—these attempts to deceive 
the people were not successful, and what is more, they 
acted as a boomerang. The people decided that there 
must be something radically wrong with a measure 
whose advocates felt it necessary to resort to such 
easily disproved statements as these, to make out any 
sort of a case. Hence they voted overwhelmingly 
against it. The people were not deceived! 

Early in the campaign the advocates of the amend- 
ment attempted to secure the support of Massachu- 
setts textile manufacturers by an appeal to their self- 
interest, in the form of an assurance that the amend- 
ment would eliminate hurtful competition with south- 
ern mills, Knowing that child labor in southern mills 
is today a negligible quantity, and that it is lower 
taxes, lower wages for men and women, due to lower 
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cost of living, nearness to the cotton fields and to soft 
coal mines, and so on, which makes the South a 
formidable competitor, the Massachusetts manufac- 
turers refused to swallow the bait. It is evident that 
the advocates of the amendment had expected great 
results from this appeal, and their bitterness against 
the manufacturers is accordingly great. 

In revenge they are circulating all over the country 
statements that Massachusetts was flooded with money 
by the manufacturers to defeat the amendment. Is 
this true? 

To those who know the facts and who worked hard 
to help raise money needed for printing, speakers, 
advertising, and so on, this statement is ridiculous 
and worse. The money spent by the “Citizens’ Com- 
mittee” which conducted the campaign was about 
$16,000, which came from 800 contributions, averaging 
$20 each. The smallest contribution was 25 cents from 
a working woman. The largest individual contribu- 
tion was $200. The Massachusetts Public Interests 
League, an organization of public-spirited women 
whose platform is “to defend the Constitution of the 
United States, to oppose bureaucratic and socialist 
legislation, and to aid in furthering causes which are 
of importance to public welfare,” raised several hun- 
dred dollars for the work of the Citizens’ Committee. 

Another charge made by the defeated party is that 
the amendment was defeated by Catholic influence. 

Did the Roman Catholics defeat the amendment? 
Undoubtedly many Catholics did strongly oppose the 
amendment. Catholics will always oppose measures 
which threaten to undermine, weaken or destroy the 
institution of the family! But it is to be noted that 
at the same election on November 4, a Catholic can- 
didate for Governor of Massachusetts was overwhelm- 
ingly defeated; that not only in the cities like Boston 
and Fall River, where there is a large Catholic 
population, was the amendment defeated, but in towns 
where there is not even a Catholic church; in fact, in 
every precinct in the state there was a majority against 
the amendment! Certainly no unprejudiced person can 
attribute such political power to any one organization 
in Massachusetts, even to the Catholic church. 
Another thing to be noted is that Georgia is as 
strongly opposed to this amendment as Massachusetts, 
and Georgia is the stronghold of the Ku Klux Klan, 
whose chief raison d’etre is popularly supposed to be 
antagonism to the Catholic church. Some other ex- 
planation must be sought for the overwhelming vic- 
tory in Massachusetts. 

Bishop Lawrence, head of the Episcopal church in 
Massachusetts, Rev. A. Z. Conrad, one of the leading 
Congregational clergymen of the state, Rev. J. M. 
Shepler, presiding elder of the Methodist church, and 
other distinguished clergymen, stood with Cardinal 
O’Connell in opposing a measure which proposed to 
places 40,000,000 children and youths in the control of 
Congress. 

The heads of our two greatest educational institu- 
tions, President Lowell of Harvard and President 
Stratton of the Institute of Technology, joined the 
Citizens’ Committee for opposing the amendment. 
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Several of the ablest members of the Massachusetts 
Child Labor Committee, wiio have worked for years 
and with great success to improve child labor condi- 
tions in Massachusetts joined the opposition to this 
amendment, because they believed it to threaten 
serious evils to American youth. 

Joseph Lee, president of the Playground and Recre- 
ation Committee, known throughout the United States 
for his long years of devoted service to the welfare 
of childhood, was a strong opponent of the amend- 
ment. 

Who will say that these gentlemen were “deceived” 
concerning the amendment? And what are his intel- 
lectual qualifications for making the decision? 

A feature of the campaign which has its amusing 
side is the worthlessness of “indorsements” of this 
amendment by organizations. Over and over again 
we were told of the many powerful organizations, 
especially women’s organizations, which had indorsed 
it. But when election day came social workers, mem- 
bers of the churches, of the Y, W. C. A., teachers, 
and club women by the thousand voted against it in 
spite of the indorsements of these organizations. A 
former officer of the Massachusetts Federation of 
Women’s Clubs says that not a single club woman 
of her acquaintance voted for the amendment! 

Massachusetts has 966,000 women over 21 years of 
age. The fact that the combined vote of men and 
women for the amendment was only 241,461 shows 
what a small proportion of women favored it. 

Why were the men and women of Massachuseits 
so strongly opposed to the amendment? For the same 
reason that the people of every other state will be 
against it if they inform themselves of its true nature 
Representative Isaac Foster, of Ohio, who sponsored 
the amendment in the House of Representatives (and 
who was in consequence defeated by his constituents 
at the primaries) admitted that to submit this amend- 
ment to a convention elected by the people for the pur- 
pose would mean certain defeat for it! 

The advocates of the amendment will do their u‘- 
most to prevent the people of other states from being 
allowed to vote on the question. They prefer to have 
it left to state legislatures, trusting to their powerful 
and experienced lobbies to control the legislators. 

One of the things which aroused the suspicions of 
the people of Massachusetts. early in the campaign 
was the reiteration of the propagandists that the 
amendment did not mean what it said. They were 
vehement in declaring that it did not mean this, or 
it only meant that. Fortunately the language of the 
amendment is so very clear and simple that the voters 
(who are able to read, since we have a literacy test 
for citizenship in Massachusetts) felt competent to 
judge of the meaning of the words: “Congress shall 
have power to limit, regulate and prohibit the labor of 
persons under 18 years of age.” They inferred that 
it meant what it said, and voted accordingly. In this 
judgment they are supported by a decision of the 
Supreme Court, which said: 

“The framers of the Constitution must be under- 
stood to have employed words in their natural sense, 
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and to have intended what they have said; and in 
construing the extent of the powers which it creates, 
there is no other rule than to consider the language 
of the instrument which confers them.” (Gibbons vs. 
Ogden, 9 Wheat, 188.) 

Another decision of the Supreme Court is of im- 
portance in connection with this amendment: “The 
power to regulate implies in its nature full power over 
the thing to be regulated.” This certainly gives food 
for thought when the thing to be regulated is the 
labor of persons under 18. 

Congressmanu Ramseyer, of Iowa, who voted for 
the amendment, said: 

“Mark right here, too, it does not say the ‘employ- 
ment’ of persons under 18 years of age, but the 
‘labor’ of persons under 18 years of age. * * * A 
boy who is sent by his father to milk cows labors. 
Under the proposed amendment Congress will have 
power to regulate the labor of a boy under the direc- 
tion of his father as well as the employment of the 
same boy when he works for a neighbor or stranger. 
* * * Congress will have the power to ‘limit, regu- 
late and prohibit’ the labor of girls under 18 years 
of age in the home and of boys under 18 years of 
age on the farms. Gentlemen admit that the effect 
of the proposed amendment is just as I state it.” 

The people of Massachusetts resented the attempts 
of the advocates of the amendment to deceive them 
as to the meaning and scope of the amendment. 

They are not ready to line up with Russia in turn- 
ing over the labor and education of the young to 
centralized control. 

They believe that the states, which have done so 
much to improve child labor conditions, are more to 
be trusted for a continuation of the good work, than a 
Socialists Bureau at Washington, hundreds or thou- 
sands of miles away. That Federal dictation to th« 
states is not needed is proved by the fact that since 
the second Federal Child Labor Law was declared 
unconstitutional twenty-two states have improved their 
laws for children. 

The people of Massachusetts believe that the aver- 
age parent is a saner judge of what labor, his child 
under 18 is fitted to do in the home or on the home 
farm than the Children’s Bureau at Washington, 
which lists as “Child Labor” such tasks as washing 
dishes, hunting eggs, making beds, caring for younger 
brothers and sisters, and so on. 

In short, they believe it about time to defend their 
fundamental constitutional rights from further en- 
croachments and to reserve for themselves such inti- 
mate and personal matters as the control and educa- 
tion of their own children, 





SHALL THE RICH PAY MORE? 


The question of whether the amount of a physician’s 
fee should vary with the patient’s financial condition 


never has been settled to the satisfaction of all. Physi- 
cians usually calculate their charges in accordance with 
one or more of the following methods (a) A fixes fee 
schedule of charges for all alike; (b) an optimum fee 
schedule on which all charges are made and from 
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which discounts are made to meet varying financial 
conditions of patients; (c) a fee schedule based upon 
what the physician considers his time worth. Patients 
who can’t afford the schedule are not given discounts, 
but are treated free and the rich are charged extra. 

All people have an interest in this problem from the 
standpoint of economic justice. Physicians have the 
additional responsibility of expressing its fairest solu- 
tion in the ethics governing their conduct. Friendly 
arbitration or the law must furnish the final decision 
where controversy prevents more amicable adjustments. 
The vast majority of physicians calculate the value of 
their services from a more or less elastic personal fee 
schedule which changes from time to time, depending 
upon the usual conditions governing life. Nearly all 
physicians also discount their fees from 10 per cent to 
100 per cent for a considerable percentage of their 
patients. 

An inquiry upon this point submitted to a series of 
successful physicians recently brought the informa- 
tion that they collected what they considered their 
services worth from only about one-third of their 
patients; another third paid part fees, and about one- 
third of their services were rendered without compensa- 
tion of any kind. The California Medical Association 
has taken an advanced stand upon the question 
of fees by passing a resolution endorsing the plan 
of charging fees in accordance with the patient’s abil- 
ity to pay, from nothing up to what each physician 
recognizes as his personal fee schedule. If this prac- 
tice were more generally employed and more generally 
understood by the public, every physician’s office would 
become a “medical center,” or a “health center,” or a 
“clinic” of the very best kind. Of course, there are a 
few physicians who have reached that far from envi- 
able position in public opinion whereby they can—and 
a few of them no doubt do—conduct the practice of 
their profession upon a cash register basis. However, 
there are plenty of the other kind—and good ones, too. 
Comparatively few physicians actually charge wealthy 
patients extra high fees. However, some do, and the 
subject is often discussed both by physicians and the 
public in general. 

An editorial in a recent number of The Lawyers 
Magazine reviews the question of “Making the Rich 
Pay More” in an authoritative and interesting manner. 
The editorial states 

“An English judge is reported, not long since, to 
have upheld the right of a physician to charge a 
wealthy patient more than he would ask a poor man 
for similar services. 

“There seems to be a conflict in the authorities, in 
this country, as to whether it is proper to prove the 
value of the estate of a person for whom medical ser- 
vices were rendered, or the financial condition of the 
person receiving such services, in estimating their value, 
in the absence of an express contract. Some decisions 
such evidence. Haley’s Suc- 
cession, 50 La. Ann. 840, 24 So. 285; Czarnowski v. 
Zeyer, 35 La. Ann. 796; Schoenberg v. Rose, 145 N. Y 
Supp. 831. In other jurisdictions, however, such evi- 
dence may not be considered. Robinson v. Campbell, 
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47 Iowa, 625; swift v. Kelly, Tex. Civ. App., 133 S. 
W. 901. 

“In determining the value of professional services 
rendered, testimony as to the value of a deceased 
patient’s estate has been held inadmissible in the ab- 
sence of a recognized usage obtaining to graduate 
professional charges with reference to the financial 
condition of the person for whom such services are 
rendered, which had been so long established and so 
universally acted upon as to have ripened into a cus- 
tom. Morrisett v. Wood, 123 Ala. 384, 82 Am. St. 
Rep. 127, 26 So. 307. 

“On the question of the value of services rendered 
by a physician, it is stated by the court in Lange v. 
Kearney, 21 N, Y. S. R. 262, 4 N. Y. Supp. 14, affirmed 
in 127 N. Y. 676, 28 N. E, 255: ‘There is also evidence 
tending to establish a custom or rule of guidance as 
to charges of physicians for services rendered, and 
which makes the amount dependent upon the means of 
the patient, his financial ability, or condition; but this 
is a benevolent practice which does not affect the 
abstract question of value, or impose any legal obliga- 
tion to adopt it, and cannot be said to be universal on 
the evidence. Indeed, there does not seem to exist any 
standard by which, in the application of the rule, the 
amount to be paid can be ascertained.’ 

“Whatever may be the true principle governing this 
matter in contracts, the court, in one case at least, is 
of the opinion that the financial condition of a patient 
cannot be considered, where there is no contract, and 
recovery is sustained on a legal fiction. Cotnam v. 
Wisdom, 83 Ark. 601, 119 Am. St. Rep. 57, 104 S. W. 
164, 13 Ann. Cas. 25, 12 L. R. A. (N. S.) 1090.” 

The problem of physicians’ fees is now much in the 
public eye everywhere as a result of the recent con- 
troversy between the Ford hospital authorities, on the 
one hand, and those of the Medical Society of Detroit 
Academy of Medicine, on the other hand. The Ford 
hospital appears to be conducted upon somewhat the 
same basis that a factory is conducted. Costs of ser- 
vices are accurately figured and charges are made to 
all alike upon that basis, regardless of the patient’s 
ability to pay. This, in so far as his private hospital 
charges are concerned, while much criticized upon 
ethical grounds, is nevertheless conceded to be Ford’s 
business. 


The trouble seems to be that, in order to reach ma- 
chine perfection, a definite price was fixed for each 
medical and surgical service, and there was to be no 
more flexibility in that charge than in the charge for 
the rent of a room or the price of an automobile. 
Doctors not on the salaried hospital payroll objected— 
and properly so—to the principle involved. Neverthe- 
less, if we understand the situation, Ford is doing 
precisely what insurance companies (life and acci- 
dent) ; governments (national, state, and local); hos- 
pital associations; life extension institutes; fraternal 
organizations, with sick benefits; clinics of the pay 
species, and many, many others in the medical field 
are doing. 

The controversy is as old as man, and it is no nearer 
a solution now than it was a generation ago. The 
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fundamentals are clear, but are usually overlooked. It 
is primarily a question as to whether the promotion ot 
health and the prevention and treatment of disease is 
to be carried on as a private arrangement between 
agent and consumer or whether it is to become a great 
organized public utility where everyone is served like 
they are by a transportation system, for example: Buy 
your ticket or secure a free pass and ride on the train 
that is available and accept the conductor you happen 
to draw. 

It is interesting in this connection to inform our 
members that there is a movemeni on foot to try tu 
have the next California legislature declare health and 
medical service to be a public utility and thus place its 
supervision under control of the state. What are you 
going to do about it?—California & Western Medicine. 





SUBSCRIBERS TO THE LAY EDUCATIONAL 
FUND OF THE ILLINOIS STATE MED- 
ICAL SOCIETY CORRECTED TO 
DATE 


Below is a list of subscribers from down state and 
Chicago to the Lay Educational Fund as per letter 
sent members soliciting funds and cooperation. The 
list has been carefully checked to make sure of ac- 
curacy. If an error has crept in kindly note same 
and forward to the committee: 


DOWN STATE SUBSCRIBERS 


Frank P, Auld 
R. Albright 
Cleaves Bennett 
B. M. Brewster 
M. Bloomfield 


Wm, R. Bradley 
Blim & Blim 


Galesburg 
Chicago Heights 
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cw tncccndckeuakscencne Sheaves Elwood 
Se rere Lincoln 
TEE a GvecbhsncndwGakawecnmiwt Wood River 
Se ee Johnson City 
Et Gar ond x be annn wktadeanteee OUR Allendale 
eg ee ee Macomb 
i GS i <4 s5 welvcuadbeneuekeeeeensn Gillespie 
i We Ss dn. 60:64.0's 40s erie in xn sc 
De rs  vhae dene anekkawwsoauNen Kankakee 
NS EEE AY eT Watseka 
OS eect ae = Effingham 
a ee Frankfort 
IR ae oa tied ces wate ba adie tien Joliet 
EEE ONAL OPO Le Be Joliet 
Rf ere wa > Walnut 
Ay OS ee eee ee aes Kewanee 
tei nnd ihn 4kdicnneiay'ee sick beaeoe Freeport 
ec Sans Kd ae chiens ik see kaoee aun Joliet 
MEY Baas sci wating ace Gy eae wy oan Little York 
So, od and asacdeandwiwel Freeport 
i a il slid ti ar wg Ve ed Elgin 
ai, cS a aa Den ah hwnccinn stag k oubues Lexington 
TE Ee 
Dei Rs 6 o0nktehess eels oe kad ene euseenele Anna 
RO EE ee Ridgefarm 
IR sc ss ond vb adeaaeee wan atmo Cairo 
R. O. Hawthorne.........................Monficello 
Mieka en dad okie tudseve ceeds East St. Louis 
re ae ren East Moline 
Se ahi eh enti awd cegudesueeeel Chester 
te a ash ov win 0c Kwan dé unaeenont Westfield 
a SE eee a Harrisburg 
ea MR a gg ete cee ae Hu al Vermont 
i ain ices nu da k-d puh-waukateene Janesville 
a is 5 dn 0 405000 ve eew paca Saeae Kewanee 
aM MN iS ie de ag nb'b kn nd osc aoa Edwardsville 
2 eres Sree Bush 
We Me ER he catlin tinas ceeciadasckeledete Streator 
.. Eat “See a oe Springfield 
nas 5h ne os Cikeexneuns Were Kewanee 
AR ee eee een Sar Moline 
PN Se I ad ine ida cniantnsetsttanccbe at Sidell 
iy Mt AR uasesnasnee cose sdoscuidiees Freeport 
Marion D. Henderson....................5 Franklin 
ep a eee Belleville 
ces in ta ciewitiln oa hcuind on aod Chrisman 
SE in ace en nad cud ohne aeeeee Chester 
I ie eas ois ig Kaa a oh Mt. Vernon 
Oo os ise ws hdmeneaeelee Clay City 
Ne ott a ee Os le Alton 
aor. aes Danville 
Charles W. Hull........... i aie ekodaigceata Farmer City 
ee eee 
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W. A. Hinckle 

G. H. Hoffman 

SN ED, (et diceers haewees a dewee one neeleanie Quincy 
W. L. Piymouth 
N. C. Iknayan Charleston 
H. C. Johnson 

F. C. Joesting 

Solomon Jones 

Rs iiwind: sw usink ¥ hee Rene gee eee Chrisman 
L. H. Johnson 
Charles L, Jones 
T. S. F. Johnson 
J. P. Johnson 

L. B. Jolley 

T. Arthur Johnson 
Fred Wade Jones 
L. B. Joslyn 

C. G, Johnson 

J. M. James Henning 
I Or NE dc caw sian Viedewcavsuekeee De Kalb 


Waukegan 
Rockford 


Highland 
Peoria 


Freeport 
Sycamore 
; Chesterfield 
os ct xeedbbadavedieedawnsepeme Elgin 
Kankakee County Medical Society Kankakee 
es rr at nes ual oan a ean ae Aurora 
Z. V. Kimball Hillsboro 
RS nc rvdeeen ud weleaeewee Melrose Park 
Ralph King 
Ns sracercinin gy wane ee iia eles Rae ee Aurora 
H. 


George Knappenberger .................00.. Macomb 
nr nora tlle pane eee Reynolds 
H. L. Le Saulnier 

W. E. 

me 3 


A 
Cg ee eae 
B. J. Lachner 
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Gibson City 
Cerro Gordo 


D. M. Littlejohn 
George E. Lyon 
E. S. Murphy 

Geo. W. Mitchell 


P. J. McDermott 
J. R. Marshall 
Wm. R. Mangum 
B. V. Marquis Buffalo Prairie 
James A. Marshall Pontiac 
ee SN sa so chee cv uine Uae va Macomb 
R. E. Miltenberger Spring Valley 
O. F. Maxon Springfield 
Margaret A. Mills Rockford 
G. W. Markley Belvidere 
F. H. Metcalf Franklin 
J. E. McIntyre Tremont 
ge ee SR a Mendota 
J. J. McIntosh Mt. Carmel 
B. V. McClanahan Galesburg 
Madison 


Sheffield 
Bridgeport 


A. W. Meyer 

K. M. Manougian 

Ansel O. Magill 

CE civvvaiuk tweamas aeaceene Murphysboro 
F. J. Meciejewski 

A. N. Mueller Rock Island 
SE We NR Cu sinndsidcaddewewesedeneen Urbana 
D. E. Meier 

W. H. Maley 

Barney Marxer 

C. E. Molden 

W. F.. McNary 

W. G. McPherson 


oles tr cae kee digi ee Matherville 
S. R. Magill Naperville 
sn sceiecinwasevencuentliee Naperville 
J. M. Mitchell 
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Walter L. Migely 
Morris & Neece 
W. C. Mitchell 

Marshall & Marshall Clinton 
J. J. McShane Springfield 
So Ee Aurora 


Wyoming 


A. J. Markley 
go ns nc a cibe cubes vasanpecabien Elgin 
Se i sn6 de dadacckbheenneteaenins Manlius 
0 SE eee ree Arcola 
. N. McCumber Lewistown 
. C. Major 
NO ee eee Alton 
C. W. Milligan Springfield 
Edgar G. Merwin Highland 
E. S. Meloy Highland 
eer ree Je sntasengees Coal Valley 
J. L. McCormack 
P. McGinnis 
a7 
J. Mitchell 
B. V. Marquis 
ee NS nn av cling oa Win are eum a a Alton 
J. J. McShane Springfield 
es Sai wt gine ieee ee aided Matherville 
oo acwnbnw acemensienanwiene Eureka 
Le a sear ee Morton 
James A. Marshall 
Margaret A. Mills 
Ansel O. Magill 
C. E, McClelland 


Decatur 
Decatur 
Hinckley 
Rantoul 


Springfield 

i a ot ade eik Ceeed ahd weiid eee Moline 
Kankakee 
Kewanee 

Lewistown 
Wheaton 

i oe onl od ss eh pean eek oe waiel Springfield 

A incite ew khcman chide denen x ia eenaen Moline 


ae 


AAO 


; 


tg he oii east atari nok wk tae Murphysboro 


G. C. Otrich 
J. W. 

John H. Oliver 
Mather PfeifGewberger .........ccccccsccccceceed Alton 
Of ee ee eee Moline 
Chas. W. Pfeiffer 

Geo. H. Pflueger 

R. P. Pearis 


Belleville 


aI cca rue Carew ada cmavumaaine Manhattan 
Theodore S. Proxmire Lake Forest 
J. A. Trivoli 
Fe ee I bs canta sak cde eked abbckeneeuss Morris 
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ee a eT Morrison 
Freeport 
Harvard 
T. A. Pettepiece 
H. F. Peterson 
P. H. Poppens 
Ely E. Perisho 
Plumer & Grimm 
Arthur Parsons 
S. G. Peterson 


Farmington 
Geneseo 


B. 

G. Beecher City 
a s i Freeport 
M Decatur 
A 

0. 

Fa iia ashi welnd bares Cepete esl wrote Elgin 
David B. Penniman Rockford 
H. A. Patterson 

L. S. Pederson 

RE EEE 5 ann rn Ree rr pare Mt. Carroll 
F. i 


J. H. Raach 

A. P. Robertson 

Reagan & Nelson 

re, Sc cs os dk engee seen eel Metamora 
Daniel W. Rogers Highland Park 
A Oe ee er ere Lincoln 
E.. P. Belleville 
J. J. Rendleman 

*, A. Renner 


L. F. Robinson 

Wm. J. Rose 

ee .  adnleh dae Kee ee eee eeee Decatur 
Can 6d twawineenen een East. St. Louis 
M. M. Rickett Ivesdale 
M. L. Rosensteil Freeport 
C. B. Ripley Galesburg 
Henry Reis Belleville 
ee i 6s cia gk ton bina camera Murphysboro 
J. O. Renwick 

E. H. Raschke La Grange 
H $ Granite City 
A Naperville 
W. J. Rideout 

PE SD, SDs an saxcosanteas be Waceskes Dwight 
W. J. F. Reiffert i 


Rock Island Medical Society Rock Island 

i ie PO 14. cWish bank omenaee ees Springfield 
Clifford 

Allen Salter 

A. M. Shaw 

O. M. Slater 

A. L. Stuttle 

O. W. Staib 
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i 35 | E RR EE A Princeton 
ee a Gakack enka huh es ccna sen ena Rate Alpha 
Be EE 5.60s4danactesdsoeeeeuanes oa Rockford 
cc craw! a nk ek ee ae Bradford 
es CDs coc peahuvesecesevaneaeaar™ Mascoutah 
Sen te Seen Milledgeville 
rt i et. dee cabenwene sate tek De Kalb 
i ey cuces tks Ragheb ae beweae cece Eureka 
Be es bres chadelekewedennee ce meee Harvard 
Ps coketadniavsod hit eke ewssceaiel Moline 
ee, SE, + oc ccbecen bubba ae ewegeead Charleston 
a Se ob raves ixeicdshecbons Granite City 
NE Sa, Es i osc cnn as ses cecevcscnnwed Geneva 
ane eR ac nace es alae k ewan eee tee Litchfield 
SE CRs can caduankvek ah ahins Ri ee eee Basco 
IN inva canews Mae hednaearsennow ea Streator 
Re iE ES Png ime ner eae ag Eh: Ipava 
ot... I. 5 cinch cssiesecnnee seseun Canton 
Nc an ckb den ssiaess vikediepeaaue Morris 
SE RS cca achusaceweteheaaiek aade Batavia 
EN icatis tan oheeasind «ease Savanna 
fa EE ee seers hs Pittsfield 
ss ss wack ce kecusauan eas Decatur 
Oe aw cate nksnak eka ebieneer ens Galena 
te eo taka Leek agebe eka ee weae blae Cornell 
cs iat Shale Mie we dip ne OA Alton 
De Ss dn cueuiaseesuabeneickkewunnead ad Fisher 
OM ee eee peer = Danville 
Se ad cccncnenken acieweudaae aa eandede Ipava 
BE in ccitenseundacavbacaantecken Freeport 
ee I wick n Hed anreakweiweew cain Rockford 
ET ci denice ak sewkan pan wane noc cee ae Freeport 
WML, DOOIGREOOEEE oo os kis ccccccidcccccees Streator 
EE Cask ceinesnadcde be hieenaeee Bloomington 
i Nc Davrs.0wsune. wn kw oneen aren Bloomington 
I sv atpsa oc hora erate al wares Sree aoe Decatur 
en on ac wn gh cans aud emma East St. Louis 
te te ame rer er ee Edinburgh 
6d atadduhekndeeteus aaekee Champaign 
I argos eb aa wa py A eine Charleston 
es ed a ea Murphysboro 
rt I ia sire bio Spin 900 we ete era Canton 
Re eit - Madison 
ore oneal bak eae aa ee Elgin 
SN cnc ce bins onaew ds dime enee White Heath 
ee Jonesboro 
Ce Ws MIs iio se bs cc ceesdecesaws Belleville 
ie cc ahs king Siok aoa menace RS Freeport 
SE I, nc ec nsdcduccectcuves aces Quincy 
I i Ss sc we hacia puden Mane Joliet 
No in sion Riad 0x04. G bs 0 bE Mek Gare Joliet 
in och divs ba a eg Gale dams wae Galen Joliet 
IER, a aiecg peneiteA acdadueaes iad een Peoria 
ahr Sear rg i aca in hiarmana a ea ahaa Joliet 
a a ik i diese Er s sw kwh oa eke Joliet 
i  canccnnaidennaaes eke aes bones Collinsville 
a lla rw ki Ayiceiera ena tna a aceuemelan Adrian 
Wilbur F. Spencer........... don acaba Ghana ae Geneseo 
RO OR ee PEE Quincy 
ee RS i vk vaices bdae Werden ce eeman Elgin 
cae ccusn ene teskasankcouananed Bradford 
TL: cwean ciuny idea teidene wiunec nie Alton 
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Be eS ols cnaccés ce ivvacasdeaseeeivedn Joliet 
ME, CUI ig oscarcededcasseaneeeees Bradford 
Be Oe ES ca na Fas 0 sxe bvibe cade Gowen eee Olney 
ody ty, Rr are are ee Decatur 
ee I oan n'a iain owas oes Wai Long Point 
Tri-City Medical Society............ Madison County 
Oe a 40h wale en heer ken ee ee Manteno 
Ce Oe NN can acdvwcdsecudeesee ¥aewes Peoria 
Be EE Gnn<eoie oes ses had eeanket Bridgeport 
de We bed ides dics cane ecunteceseeen Rockford 
Se Mh adikskesskiwoswudarssceserele Rockford 
CREED cc uy vb vun'vns date tweewounun O'Fallon 
Re a EE. inns wiita eeoi ews s tate daweee Olney 
eee ©. POON. vckvsisctcccdaccekewats Byron 
a yO et Lawrenceville 
SE SN arcs ayy Winkie s ew aaeka eae East St. Louis 
BE PE. a kc cc kedces duadeveeesescden Galesburg 
Rey Mes cine shee tavdedc tends naneareen Springfield 
Se We inc danke iuGemdaa neal ehae ee Springfield 
PE CEE 5 cc av ivaeasesaweaavkte wate Arthur 
i, I: IIL. cat gr Dini di-o-ah race ssh WO Pearl 
Se ge ee eee et Metropolis 
Tazewell County Medical Society.............. Pekin 
Be ES no 4 corey eben easwewaeee ek Macomb 
ge ey Re eee 8 Beardstown 
SP og co Sab akedee nano East St. Louis 
sag) D, ES Eres saey Poe Ra Mattoon 
Sa, ee IR cc ddcdecdeedenanadeteree Danville 
ee ae IN witiii'g no's ake a eaie eae renee Danville 
Bee eis vi ccncuskowecet Weak eeecel Moline 
oh ere y er re mrr Moline 
eee er ear Chatsworth 
a We CL can cauvebanseasanenewak een cane Homer 
See ES ois wc duech ee nates eden eee Taylorville 
es Pas i no Widn'ncctueedsecvumaccd eeeeoewees Davis 
ee ee a, dita as nal wan ode ae fa cawdaleee Decatur 
SY Ge. MES anctssbas césncadendeeeen De Kalb 
Te, , SI  okcsscccacccnisewed Bloomington 
ie? I la Obes oes eee St. Elmo 
ie I aka th as ce ee ehe pekaaoeen Hinsdale 
i RS al ag ge Manito 
ES ES ck culii a cits akratewden on etoae aeaaee Joliet 
ee inn nieg-62 duladie how ahaiaheae baad Joliet 
ido and carga vy un enw awh eae eee Joliet 
Ere perme eer er ioe Joliet 
i le ee Joliet 
Pe eS ice ae ak ak ea daeeeees Bloomington 
Be Rie ening cb cadaieahie Sauda Milan 
cee te I sin i-tnssh sa ca ges oc ewe East St. Louis 
i Se cs 0, ca e's stared Buia aen da eek aaa ee Cairo 
at, ca has sancti bhe dees coees East St. Louis 
te SN eeu cetime dah bans sane Monmouth 
See ee IN. ss sickened cwckencaueooemae Alton 
in tin ctad a idodenekebewahidaee Wyoming 
me A,” ARE renee Bnet de Wyoming 
Edward H, Weld and Anna Weld.......... Rockford 
ie NE, ED, icc wan aah sev aaae meee Decatur 
ey Se IS idk iho Ga aa wade ke bach a'e ame Herscher 
ls ee NE . Sahunidekneakenuea aaeeen Quincy 
Be NI i bi aides wee ake aon Monmouth 
ie nr ee 28 ee od Rock Island 


CN Sa WER cos eecrcscamudnticccens Woodstock 














1925 


oliet 
ford 
Iney 
atur 
oint 
unty 
teno 
oria 
port 
ford 
ford 
illon 
Iney 
yron 
ville 
ouis 
burg 
field 
field 
thur 
earl 
polis 
’ekin 
omb 
flown 
ouis 
toon 
ville 
ville 
oline 
oline 
rorth 
omer 
ville 
Yavis 
catur 
Kalb 
igton 
Elmo 
sdale 
anito 
foliet 
Joliet 
foliet 
Joliet 
Joliet 
igton 
Milan 
ouis 
Cairo 
Louis 
outh 
Alton 
ming 
ming 
‘ford 
catur 
scher 
uincy 
10uth 
sland 
stock 











March, 1925 


es vn ctin ce canccanennsere Chatsworth 
ee aT. cinco dawahe weenahe caw La Salle 
We UGS c ts WA on os ddbicccdseseeiate Sparta 
Ra a naa obe inc ccs eetlacneastasueean Marshall 
ED Sinn leh odie sueede'ewecshes Senn Barrington 
NE Ot WINS 65S 4 Hebe n en awasibet Edwardsville 
Be IWS ohn dU do a cna dade eames SeRE Alton 
Pe PEs inc as anaes onan Wi Vcstcawes teen Earlville 
Ne Spy I os epee Alton 
Pm OE ee eee ee ee Versailles 
oe EN ea eer Pee rer et ery Moline 
Se A. 5 os whi Sekewee bet eebe kee Moline 
py FL eee ee Joliet 
Rg ee a Asie PG tins Oe kawsiaannueenan La Moille 
GR, a. SN ois ce Unless vedencaveess Gibson City 
ee eee vinci hecae sed beehweks cant Freeburg 
sina a win she ota haenanahate’ Downs 
Rei EES wide cde ssw anp aeons aulitiaghes Decatur 
Be SN Ade wonclisecccanaseedeee be Woodstock 
es I ond on on 0 ana eee be a kpkee a aan eae Olney 
Fe i. EE bn RS Sh nas O80 beeen nk deedaananedl<e Olney 
PN cctontdchetbekeanseetucasndeenced Olney 
Dee Nao ee badd acne wihseeassanekaubbacd Olney 
Winnebago County Medical Society......... Rock ford 
A ch th ticeh de eudeesesenaeshsatut Joliet 
EL setadcdanenundens esuetie De Kalb 
Will County Medical Society.................. Joliet 
Whiteside County Medical Society........... Sterling 
ig RS os canon wae mnne6w enka Alton 
Rhoda Galloway Yolton................. Bloomington 
ET. SAE ene Pe ee ae Mansfield 
ois ccna duce side gece cawkoul Amboy 
te! SR err een Washington 
Bie es IN, ois dis ccea cee dnncnde eee Cameron 


Note—Will County Medical Society contributed 
$350.00 and Rock Island County Medical Society con- 
tributed $100.00 to the fund. Kankakee County, Madi- 
son County, Winnebago County, Whiteside County, 
Tazewell County and the Tri-City Medical Society 
are the only medical organizations that have con- 
tributed. 

This lay educational campaign cannot be prosecuted 
without funds; it must be supported by popular sub- 
scription. Every doctor should subscribe to this 
worthy cause. Serious disease diverted from the in- 
competent will result in the saving of thousands of 
lives and will prevent much permanent invalidism. 

The campaign is achieving two great objectives: 
A gradual but ultimate restoration of the medical pro- 
fession to its merited place in the public sympathy and 
confidence and the inestimable benefits to humanity 
through the consequent prevention of disease and the 
preservation of life, 

For the convenience of those who have mislaid their 
letter of Appeal from the State Society, we hereby 
reproduce the pledge card: 

Please sign and mail to the Illinois Medical Society. 
To the Officers of the Illinois State Medical Society 
and Members of the Council: 

“T am in accord with the lay educational cam- 
paign unanimously adopted by the House of Dele- 
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gates of the State Society and the plan ‘recommended 
by the Council of the Society, and as evidence of my 
desire to co-operate with the Officers of the Council 
and of the State Society, I hereby enclose my check 
a P to aid in defraying the expenses thereof: 


MAKE CHECKS PAYABLE TO THE ILLINOIS 
STATE MEDICAL SOCIETY. 


Pe Soares ee 


Peavoupwcesussvatene M. D. 


Sign the above pledge card, make out a check pay- 
able to the Illinois State Medical Society and mail 
both in an envelope addressed as follows: 


From 


eee ee eee eee eee ee ee ee | 


ILLINOIS STATE MEDICAL SOCIETY, 


c/o Cashier, Sheridan Trust and Savings Bank 
4738 Broadway, Chicago, III. 


Lay Educational Committee. 


25 E. Washington St., Chicago, III. 





CHICAGO MEDICAL SOCIETY SUBSCRIBERS 
TO THE LAY EDUCATIONAL FUND OF 
THE ILLINOIS STATE MEDICAL 


SOCIETY. 


The list has been carefully checked to make sure 
of accuracy, If an error has crept in, kindly note 
same and forward to the Committee. 


Merlin Z. Albro 

A. J. Alcorn 

J. Auerbach 

H, J. Achard 

F. L. Andrews 

G. Albano 

S. B. Adair 

Nathaniel H. Adams 

E. F. Alstrom 

George Amerson 

E. M. Arnold 

F. A. Anderson 

F. W. Allen 

Chas. A. Albrecht 

T. G. Allen 

W. D. Allen 

Isaac Abrahams 

G. C. Anderson 

Wm. R. Abbott 

Fred Barrett 

B. Barker Beeson 

J. A. Braham 

Frederic A. Bisdom 

W. Evan Baker 

W. F. Becker 

J. Lester Barnsbach 
Peter Bassoe 

J. G. Berry 

A. Walter Burke 

A. H. Brumback 

Charles M. Bacon 

W. S. Bougher 
E. F. Bauer 

H. L. Baker 

H. R. Baumgarth 
H. R. Boettcher 


J. M. Blake 
Spencer Blim 
Warren Blim 

Ed. S. Blaine 
George E. Baxter 
James Barnes 
Frank L. Brown 
S. S. Barat 

A. G. Bosler 
Arpad M. Barothy 
F. E. Buechner 
Ralph J. Brouillet 
Eric K. Bartholomew 
Frederick A. Berry 
P. R. Blodgett 

L. B. Bell 

F. A. Berry 

O. Brooks 

Nathan Bulkley 
H. H. Beil 

Frank Brawley 

B. H. Burgner 
Fredk. L. Barbour 
M. L. Blatt 

J. R. Ballinger 
Alfred S. Bailey 
Marian S. Bougher 
Jas. Bloomfield 
Leslie W. Beebie 
Ione F. Beem 
Julius Buzik 

E. A. Brucker 
Wm. E. Buehler 
H. T. Bruning 

M. P. Borovsky 
Cc. V. Bachelle 
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Louis Blumenkranz 
Wm, Culp Brown 
O. E. Chase 

A. Milton Cox 
W. W. Coen 

A. Christenson 

C. J. Challenger 
E. L. Carnell 

M. R. Chase 
Haldor Carlsen 

F. E, Cunningham 
S. B. Conger 
Edgar W. Crass 
Frank J. Corper 
C. D. Collins 
Harry Culver 
Henry W. Cheney 
M. D. Chase 

W. L. Callaway 
Alphon L. Cornet 
J. S. Cleland 

L. M. Czaja 

J. C. Clark 

F. Chauvet 

I. H. Cutler 

B. C. Corbus 

S. H, Champlin 
R. G. Collins 
Eugene Chaney 
B. A. Camfield 
F. G. Carls 

C. M. Culver 

H. B. Donaldson 
Jos. B. De Lee 
W. J. Dvorak 

A. F. Doerann 
A. E. Dennison 
Jos. A. Dittmore 
Carl A. Dragstedt 
W. C. Danforth 
T. A. Daly 

Guy C. Duff 

O. J. Dewitz 

H. J. Dern 

Edw. J. Devine 
E. J. Doering 
W. A. Danielson 
T. F. Doyle 

C. A. Earle 

A. O. Ellison 
Danl. N. Eisendrath 
M. Evertz 

S. Eistensteadt 
H. Wm. Elghammer 
John Fisher 

G. G. Fouser 

R. R. Ferguson 
Louis H. Friedrich 
Frederick G. Fox 
F. A. Fisher 
Louis Faulkner 
Anders Frick 

Cc. F. Friend 

J. V. Fowler 

A. W. Freese 
Wm. R. Fletcher 
F. J. Fara 

J. Fisher 

Thomas P. Foley 
Richard Fyfe 

F. O. Frederickson 
R. L. French 

R. H. Freeman 
J. P. Fitzgerald 
Danna H. Garen 
A. W. Gregg 
Jas. I. Gregory 
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I. C. Gary 

M. A. Glatt 

John J. Gill 

F. L. Glenn 
Robert E. Graves 
E. H. M. Griffith 
P. F. Gates 
John Phillips Gibbs 
A. Goldspohn 

W. W. Gourley 
John F. Golden 
J. Graybeal 

John J. Gearin 
Ascher C. Goldfine 
I. J. K. Golden 
Ethan A. Gray 
Benj. Goldberg 
S. M. Goldberger 
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T. M. Wiersen A. Yuska 
T. J. Williams T. Z. Xelowski 
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J. C. Williams H. Zaczeck 
F. G. Whamond O. Zelezny 


P. Wiegner Lucius H. Zeuch 
C. F. Yerger 

The lay educational campaign cannot be prosecuted 
without funds; it must be supported by popular sub- 
scription. Every doctor should subscribe to this 
worthy cause. Serious disease diverted from the in- 
competent will result in the saving of thousands of 
lives and will prevent much permanent invalidism. 

Our lay educational campaign is achieving two great 
objectives: A gradual but ultimate restoration of 
the medical profession to its merited place in the 
public sympathy and confidence and the inestimable 
benefits to humanity through the consequent preven- 
tion of disease and the preservation of life. 

For the convenience of those who have mislaid their 
letter of Appeal from the State Society, we hereby 
reproduce the pledge card: 


“Please sign and mail to the Illinois State Medical 


Society. 
To the Officers of the Illinois State Medical Society 
and Members of the Council: 

“I am in accord with the lay educational campaign 
unanimously adopted by the House of Delegates of 
the State Society and of the plan recommended by 
the Council of the Society, and as evidence of my 
desire to co-operate with the Officers of the Council 
and of the State Society, I hereby enclose my check 
| ee to aid in defraying the expenses thereof: 
Make Checks Payable to the Illinois State Medical 


Society. 
0 Ee a ee M. D. 
IID sais ac ite icaads' dak sasaesl dF access eens eet miarbead 
Rice tess aatousbeniiesnen Sy nic shee a 


“Sign the above pledge card, make out a check pay- 
able to the Illinois State Medical Society and mail 
both in an envelope as follows: 

From 


ILLINOIS STATE MEDICAL SOCIETY 
c/o Cashier, Sheridan Trust and Savings Bank, 
4738 Broadway, Chicago, Iil. 

Lay Educational Committee. 
25 E. Washington St., Chicago, III. 





HE NEVER RETURNED 
Nervous Woman (to persistent beggar)—If I give 
you a piece of pudding you'll never return, will you? 
Beggar—Well, lady, you know your pudding better 
tran I do.—Chicago Tribune. 





WAKEFUL FEATURE 
Mother—“Is daddy asleep?” 
Betty—“Yes, mother—all except his nose.”—London 
Humorist. 
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Correspondence 


BILLS IN THE ILLINOIS LEGISLATURE 
THAT MEAN MUCH TO ILLINOIS 
PHYSICIANS 

Chicago, March 2, 1925. 

To THE Epiror: Your attention is invited 
to the following bills now pending in the Leg- 
islature : 

H. B. No. 82—Woman’s 8-Hour Bill. 

H. B. No. 90—One Day’s Rest in Seven Bill. 

H. B. No.82 prohibits the employment of 
women for more than 8 hours any one day. 
Graduate nurses only are exempted from its pro- 
visions so far as the bill applies to hospitals. The 


bill also contains a provision permitting women 


to work an additional 2 hours in any day, in 
emergencies, providing such emergency employ- 
ment to be immediately reported to the State 
Department of Labor whose lay inspectors will 
subsequently investigate the merits of such 
emergency employment. 

H. B. No. 90 provides for one full day’s rest 
in seven for all employes (male and female) in 
any occupation and makes no exception for hos- 
pitals. 

Hospitals must operate 24 hours a day and ? 
days a week. Their patients require constant 
attention during every hour of the day. Emer- 
gency and accident cases are brought in at all 
hours and must have attention immediately. 

Both these bills will seriously interfere with 
the care of the sick and injured. Few if any 
hospitals work their employes more than 8 hours 
a day and none over 10. Hospital employes, in- 
cluding nurses both pupil and graduate, are no- 
toriously healthy, are under constant competent 
medical supervision and are generally well cared 
for and contented. The exemption of graduate 
nurses from the provisions of this law is of no 
benefit to the hospitals. Only a small percent- 
age of the graduate nurses in the state hold insti- 
tutional positions and their duties are largely 
supervisory. Every other employe in the hospital 
has an essential part in the care of the sick pa- 
tient. 

The imposition of any such law as this upon 
the already overburdened hospitals is unwar- 
ranted and unnecessary. 

The membership of the Illinois State Medical 
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Society should also be interested in both these 
bills. 

Your co-operation is solicited to the extent of 
giving this matter as much publicity as possible 
and in calling upon your membership to com- 
municate immediately and repeatedly with the 
members of the Legislature (both Senators and 
Representatives) in their respective districts and 
protest against the passage of these bills until 
they are finally defeated. 

E. T. Otsen, M. D., Secretary, 
Illinois Hospital Association. 





AUTO BILLS IN ILLINOIS LEGISLATURE 
THAT SERIOUSLY AFFECT 
PHYSICIANS 


March 2, 1925. 

To tHe Epiror: Your attention is invited 
to the following bills now pending in the Leg- 
islature : 

H.B. (?). Providing for a tax of 2 cents per 
gallon on gasoline. 

H. B. 103. Introduced by Representative Pof- 
fers. Provides that every outomobile owner ap- 
plying for license must furnish indemnity bond 
in the sum of $5,000. Must alsc show financial 
ability to pay any damage incurred. 

Inasmuch as these bills will affect every mem- 
ber of the medical profession in the State I take 
the liberty of calling your attention to them in 
order that you may give the matter such atten- 
tion as you deem necessary to secure active op- 
position to their passage. 

E. T. Ousen, M. D., Secretary, 
Illinois Hospital Association. 





THREE GOOD REASONS 


A doctor who had taken up as his specialty the treat- 
ment of skin diseases, was asked by a friend how he 
happened to select that branch of medicine. 

“There were three perfectly good reasons,” replied 
the physician. “My patients never get me out of bed 
at night; they never die; and they never get well.” 





POOR FINANCE 


A noted financier was taken seriously ill at 90 years 
old and felt that his end was near. 

“Nonsense,” said the doctor, “the Lord isn’t going 
to take you until you’ve passed the 100 mark.” 

“No, my friend,” said the aged banker, “that 
wouldn’t be good finance. Why should the Lord wait 
until I reach par when He can pick me up at 90?” 

—Business Magazine. 
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ADVANCES IN SURGERY THROUGH 
PHYSICOCHEMIC STUDIES OF 
THE BLOOD* 

Wituiam J. Mayo, M. D., 
ROCHESTER, MINN. 


Knowledge is what we learn from others; wis- 
dom is what we know ourselves. It is the men- 
tality of the surgeon, rather than his technical 
ability, which is of the greatest importance. The 
good surgeon is not necessarily a good operator. 
Knowing when not to operate is as important 
as knowing when or how to operate. 

We say that a certain surgeon has good surgi- 
cal judgment, meaning that he more or less cor- 
rectly estimates the vital processes of the patient 
in relation to his resistance, and visualizes the 
future course of his illness with a view to initi- 
ating such changes as will reduce the risk of a 
necessary surgical operation, and enhance the 
prospects of cure. Formerly, with the aid of a 
few instruments and a small number of chemical 
tests, the experienced surgeon arrived at a fairly 
accurate diagnosis and estimated surgical risks 
in the more advanced stages of disease. Today, 
the surgeon has at his disposal, through the aid 
of the internist and the laboratory worker using 
scientific methods, a vast amount of correct in- 
formation in the early, as well as in the late, 
stages of disease. Formerly, estimation of the 
competency of the kidneys was made by a few 
simple examinations of the urine, and of the 
function of the liver by observations as to jaun- 
dice. At present, through biophysics and bio- 
chemistry, accurate estimations of renal and 
hepatic functions can be made. 

The early masters of clinical medicine, how- 
ever, did a great work. One must pay homage 
to men like Richard Bright and Thomas Addi- 
son. Bright, in 1828, with a tablespoon, a candle, 
and a few simple reagents, gave a graphic picture 
of acute nephritis with its characteristic edema, 
occurring, for instance, as a sequela of scarlet 
fever, and ten years later gave a classical descrip- 
tion of the cardiorenal manifestations of the 
contracted granular kidney. Addison, in 1849 
described the disease of the suprarenals, which 
has been given his name, and ascribed the ac- 
companying circulatory asthenia and bronzéd 


~*Read before Inter-State Post Graduate Assembly of 
America, Milwaukee, Wis., October 30, 1924. 
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skin to failure of the suprarenals to function. 
In 1855, in a few short pages, described 
the syndrome of pernicious anemia with a 
lucidity which has never been excelled. Bright 
and Addison were masters in the early days, but 
they understood disease only in advanced and 
terminal conditions. Today, masters are work- 
ing with accurate scientific methods, which en- 
able them to make enormous strides in their 
ability to understand and treat disease in the 
early, curable stages. As Rowntree says, the 
old adage, “Methods are not superior to masters,” 
in the light of the knowledge of the present day, 
should be paraphrased to “Masters cannot ig- 
nore methods.” 

Sir William Bayliss said that there was no 
line of demarcation between physics and chem- 
istry. In other words, it is only under certain 
physical conditions that those alterations in the 
atomic constitution of molecular bodies, which 
we speak of as biochemistry, take place. In the 
days of the old masters, only microscopes of very 
inferior power were available. With the high- 
powered microscopes of today, one can see par- 
ticles as minute as 1/10 micron or 1/250,000 
inch in diameter. This advance in microscopy 
has made possible a fine analysis of the cellular 
elements of the blood. It has definitely fixed the 
red blood cell, derived from the bone marrow, as 
the oxygen carrier through its hemoglobin con- 
tent. If the body is deprived of oxygen, death oc- 
curs in from seven to ten minutes. Since 47 
per cent of the earth, air, and water, is com- 
posed of oxygen, it is surprising that there is no 
storage facility in ‘the body, either for oxygen or 
for substances which, under stress, would produce 
it. Until recently it was believed that the red 
cells were completely renewed every seven days, 
but it is now known, through the work of Ashby 
of the Mayo Foundation, that these cells may 
live for many weeks. The red cells function, but 
have no nucleus and, therefore, have no power 
of growth. Blood transfusion clearly demon- 
strates the value of the introduction of oxygen 
carriers as a temporary aid to the rehabilitation 
of an anemic patient. 

The white cells, which are nucleated, are de- 
rived from the reticulo-endothelial system, and 
have been shown to be directly connected with 
defense and repair. Quantitive and qualitative 
methods of study, based on cell morphology, give 
extraordinary knowledge of the power of de- 
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fense of the white cell in the infections, and the 
decision to operate in an acute condition may fin- 
ally rest on a rising white cell count. Without 
the white cell, there would be no repair of in- 
juries. On the other hand, the diagnosis of 
leukemia, in the acute form, may depend on the 
changed morphology of the white cells, instead 
of on a high leukocyte count, as in the chronic 
forms. 

The relation of the blood platelets, which are 
derived from the megakaryocytes of the bone 
marrow, to blood clotting and the purpuras, has 
become evident, as well as the agency of the 
spleen in the prolonged destruction of blood 
platelets, which may cause a drop from a nor- 
mal count of from 225,000 to 300,000 or more, 
to 40,000 or less, causing chronic purpura in 
which splenectomy has given striking curative 
results. 

We begin to look on the spleen in a new light, 
as a course filter of the cellular elements of the 
blood which have outlived their usefulness, and 
as a limited source of white cells. The spleen is 
a destroyer of worn-out red cells, and if it is en- 
larged, it may, by an unnecessary destructive 
activity, bring about anemia. In cases of per- 
nicious anemia, the spleen perhaps functions 
normally as an executioner of red cells of re- 
duced value, which, however, are capable of 
maintaining life, and are the best the bone mar- 
row can produce. 

Krogh has shown that the walls of the vascu- 
lar capillaries contain contractile cells, derived 
from the nonstriated muscle, which are to a large 
extent self-controlled. Under the circulatory 
pressure, the endothelial cells of the capillaries 
permit oxygen and molecular substances, such 
as the crystalloids and amino-acids, to pass by 
filtration, osmosis, diffusion, and other forces 
through the stomas in the wall of the vessel, to 
serve vital purposes ; nutrition, energy, and heat. 
When certain toxic poisons, for example, his- 
tamin, paralyze the nonstriated muscle fibers, 
causing the stomas in the wall of the capillary to 
open more widely, large bodies, such as the col- 
loids of the blood plasma, pass from the capil- 
laries into the tissues, causing the state known 
as shock. 

We may, therefore, regard the vascular system 
as a means of transporting cellular elements in 
a liquid medium, which we call the blood plasma. 
Until recently, our knowledge ended there, but 
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today, through physicochemic studies, we are 
gaining an enormous knowledge of this problem. 
We see the blood plasma carrying nutrition to 
all parts of the body, effete substances which are 
to be eliminated to the emunctories, and chemical 
substances, spoken of as internal secretions, 
which coérdinate the fundamental vegetative 
functions. These substances are too minute to 
be seen with a microscope. The colloid field in- 
cludes particles from 1/10 micron or 1/250,000 
inch in diameter to. approximately 1/1,000 
micron or 1/25,000,000 inch in diameter. 
Knowledge of the colloids comes through the fact 
that the colloid particles are larger than a ray of 
light, and that with the ultramicroscope they 
can be seen to reflect or diffract the ray of light. 
The ultramicroscope determines the presence of 
colloid bodies, but gives no idea of their size, 
shape, color, or other significant details. Par- 
ticles less than 1/1,000 micron in diameter lie 
in the molecular and atomic field, in which 
chemical changes take place. 

According to Bohr, the atom is composed of 
a positive nucleus, or proton, surrounded by a 
negative electron or electrons. The simplest 
atom is that of hydrogen, composed of one pro- 
ton and one electron, the latter being in rapid 
motion around the proton. Henry Moseley, a 
talented young Englishman who was killed in the 
Gallipoli campaign at the early age of twenty- 
eight, analyzed the atom by the refraction of 
the x-ray, an electromagnetic vibration of only 
1/100,000,000 inch in length, smaller than the 
atom. He demonstrated that there are ninety- 
two possible elements between hydrogen, the 
lightest, and uranium, the heaviest, and that be- 
tween each two elements in the progression in 
atomic weight, there is the weight of one atom 
of hydrogen ; that is, an atom of oxygen has six- 
teen protons and sixteen electrons, an atom of 
radium eighty-eight protons and eighty-eight 
electrons, and an atom of uranium, ninety-two 
of each. Gold has seventy-nine electrons, and 
mercury eighty. Miethe has succeeded in remov- 
ing one electron from mercury and obtaining 
gold. As a result of Moseley’s work, Ruther- 
ford, Thomson, and others have been able to fill 
in all but four of the elements lying between hy- 
drogen and uranium. Many elements are not 
stable, or contain more than the necessary num- 
ber of protons or electrons, and these superfiu- 
ous, easily loosened, or free, electrical units are 
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called ions, and are responsible for the atomic 
changes which we speak of as chemistry. 

It is in the atomic and molecular field that 
oxidation takes place and the constitution of the 
the molecule is altered. Crystalloids, of which 
glucose is a good example, lie in the molecular 
field, as do the amino-acids, which are the final 
results of protein metabolism. We now know 
that these ultimate products are formed in the 
liver, for, as Mann has shown by animal experi- 
mentation, if the liver is removed, sugar and 
urea in great part disappear from the blood. 

It may seem that this discussion is ultrascien- 
tifie and impractical, but on the contrary, it is 
most practical. Today, precise examinations of 
the blood, for reactions which concern the col- 
loids and molecular and atomic substances, have 
been raised to the dignity of sound methods of 
securing information of vital phenomena. 

Let us take as an example, examinations of 
the blood in relation to the kidney. The func- 
tion of the kidney may be briefly defined as the 
filtration of noncolloid constituents of the blood 
plasma through the capsule, and the resorption 
of threshold bodies in solujion through the tub- 
ule cells. The kidney is, therefore, chiefly a fil- 
ter whose function is to eliminate certain meta- 
bolites, such as urea, chlorides, and creatinin, 
from the blood. Urea is listed by Cushny as a 
nonthreshold body; it is one of the smallest of 
the molecules, and is not hydrated; that is, it 
does not change in size by absorbing water. We 
know that the urea molecule must be roughly 
about the size of the molecule of the dye, phenol- 
sulphonephthalein, which, Rowntree has shown 
hy intravenous injections, would be eliminated 
from the blood through the kidneys about as 
readily as urea would be eliminated. The Rown- 
tree and Geraghty phenolsulphonephthalein test 
is an accurate guide to the functional capacity of 
the kidney to eliminate urea. Retention of 
chlorids in the body, through disturbance of 
renal function, results in the edemas. Creatinin 
is another waste material, derived from the tis- 
sue catabolism excreated by the kidneys. Esti- 
mation of these substances in the blood affords 
the most reliable prognostic index to renal func- 
tion. 

Finally, the kidney eliminates excess water 
in order to maintain a proper physical state of 
fluidity, that the molecular constituents of the 
hleed plasma, glucose, amino-acids, and so forth, 
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may be maintained in the condition necessary to 
permit chemical exchanges. Eighty per cent of 
the body is composed of water. Colloid bodies in 
so-called solution can be seen only by refraction 
with the ultramicroscope and are held in sus- 
pension in fluids, while molecular and atomic 
particles form true solutions which, according to 
Arrhenius, may undergo electrolytic dissociation 
into positive and negative parts which are ionic. 

Through studies of the blood has come the 
remarkable improvement in the results of oper- 
ations on patients with reduced renal function. 
Such improvement could not be estimated by the 
old method of examining the urine. When the 
blood urea rises above 125, operation becomes 
most serious, unless it concerns obstruction to 
elimination by the kidneys. Even when the blood 
urea is above 300, the well prepared patient may 
recover from operation, provided the urinary ob- 
struction can be relieved, as in certain conditions 
of the prostate. When the blood creatinin rises 


above 5, a serious barrier to excretion is present, 
and the patient is in danger; when it rises above 
10, the patient will probably die unless the bar- 
rier is removed. The percentage rise and fall 
of the blood chlorids must be watched with care, 
but is not so striking as in the case of urea. 


In 
chloride retention, edema may occur. In high 


intestinal obstruction, the chlorids of the blood 
may fall markedly, and this is frequently associ- 
ated with an alkalosis and its clinical manifesta- 
tions. 

If the renal function, in relation to elimination 
of urea, chlorids, and creatinin, is so reduced that 
the urine cannot concentrate normally, a large 
intake of water is necessary. That is, if the 
urine normally is excreted in concentration of 
1,020, and the kidneys are able to concentrate 
only to 0,005, the patient must take extra water 


to insure proper elimination through the kidneys. 
If the renal incompetency is due to the stage of 


cardiac insufficiency, the patient may not bear 
the amount of water necessary for elimination, 
and a secondary edema may develop. Measures 
must be taken to obviate this cardiorenal com- 
plication. Under intelligent management, the 
condition of a patient with most serious toxemia 
from renal insufficiency may be improved, and 
a successful operation performed. 

Note what may be done for the patient with 
the information derived from studies of the 
blood. Rehabilitation of the blood in cases of 
renal incompetency consists in giving fluid in 
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the form of sodium chloride and glucose solution 
rectally, subcutaneously, or, if the condition is 
acute, intravenously. Glucose maintains heat 
and energy in the body and reduces the meta- 
bolites in the blood by preventing destruction of 
tissue. If the blood chlorids are high, water 
without sodium chlorid is indicated, but as a 
rule they are low and large quantities of hyper- 
tonic sodium chloride solution are given intra- 
venously. 

In high intestinal obstruction, the chlorids of 
the blood go down while the urea and creatinin 
go up. The problem is to restore the body fluids 
with water, which also aids elimination of urea. 
To restore the chlorids, chlorid of sodium is 
given, not bicarbonate of soda, in the water, since 
alkalosis exists. Glucose is added to maintain 
oxidation in the body for heat and energy, and 
to check destruction of body tissue. This treat- 
ment will reduce the toxemia. High jejunostomy 
in eases of definite obstruction may become nec- 
essary, thus preventing toxic intestinal contents, 
through antiperistalsis, from reaching the upper 
jejunum and duodenum, where absorption takes 
place, causing profuse vomiting and dehydration. 
Many lives may thus be saved, and curative op- 
erations for the relief of the primary condition 
made possible at a later date, as shown by Bal- 
four and McVicar. 

Owing to precise methods of estimating blood 
sugar, we are today able to operate on the dia- 
betic patient properly rehabilitated, for general 
surgical conditions, with a mortality not exceed- 
ing that of the average, as shown by Wilder. The 
surgical mortality in cases of jaundice in which 
patients have been properly prepared, has been 
reduced from above 10 per cent to less than 3 
per cent, as shown by Walters. Last, but by no 
means least, by the use of the Rowntree-Rosen- 
thal test with the intravenous injection of the 
dye, tetrachlorphthalein, we are able ac- 
culately to gauge the functional capacity of the 
liver, thereby avoiding many deaths from tox- 
emia due to failure of hepatic function. Such 
deaths previously were charged to the lungs, the 
kidneys, the brain, and the heart, when, as a 
matter of fact, these organs were not the cause 
of death, but merely the executioners. 

I have been privileged to see my colleagues, 
the internists, and laboratory workers, evolve sci- 
entific methods for examining the blood, and 
apply them in cases in which formerly operation, 
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unaided, would have meant death, a rehabilita- 
tion resulting that indicates a most striking ad- 
vance in modern surgery. 





STANDARDIZATION OF EQUIPMENT 
FOR THE TREATMENT OF 
FRACTURES 


WarrREN R. Rainey, M. D.* 


From the Department of Surgery, Washington University 
School of Medicine, Saint Louis, Mo. 


ST. LOUIS, MO, 

To-day we are splendidly equipped for the 
treatment of fractures. We are unlimited in the 
use of the X-ray, whereas only a few years ago 
many patients could not have this privilege. To- 
day the facilities for transportation are such, that 
almost under any conditions, the patient can have 
the benefit of X-ray examination. Our mechani- 
cians and craftsmen are so skilled in making ap- 
pliances that there is scarcely any conceivable 
type of fracture that cannot be splinted. In some 
of our hospitals we have highly specialized serv- 
ices where fractures can be given intensive study, 
and our numerous text-books are good upon this 
subject so that the best methods can be made 
available in the hands of every practitioner. Not- 
withstanding all of our advantages, however, there 
is great confusion regarding the selection of 
methods and appliances and often it is very ap- 
parent that the simpler teachings in the treat- 
ment of fractures are ignored. 

Transportation of Fracture Cases. In the 
transportation of fracture cases whether the scene 
of action is nearby or whether it involves a long 
journey by train, we see most flagrant treatment, 
er lack of treatment, in the handling of these 
cases. It is often refreshing to regale ourselves 
with the very simplest rules of treatment in order 
to bring us to our senses. 

The great outstanding principle in the treat- 
ment and transportation of all fracture cases ix 
to prevent and treat the patient for shock. Ix 
shock the patient is cold, and if he is raced across 
miles of city pavement in a cold ambulance with- 
out hot water bottles and warm blankets you have 
only added to his traumatism. §f the fractured 
member is not immediately splinted he has had 
the additional shock caused by the broken ends 
of the bones continually stabbing him in the soft, 
unprotected parts about the fracture. The time- 
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honored principle, that the extremity above and 
below the fractured member should always be im- 
mobilized, is apparently forgotten, because cases 
are received at the hospitals with the leg splinted 
and the foot dangling. In the City Hospital at the 
present time, not the least attempt is being made 
on the part of the ambulance attendant to im- 
mobilize the limb or alleviate the suffering of the 
ing for transportation. We are attempting to 
patient. We are no further advanced than in 
the days preceding the Civil War. If the victim 
is fortunate enough to be injured in a plant with 
a first aid station, he may receive adequate splint- 
correct this evil and the responsibility does not 
rest with the ambulance driver, but is upon the 
shoulders of the medical profession which does 
not insist in a two-fisted manner that first aid 
be properly administered. 

The Lidston splint with permanent foot-piece 
is undoubtedly the second best splint for the 
transportation and primary treatment of frac- 
tures of the femur and upper tibia, but it does 
not give extension. For this reason, the Thomas 
leg splint is the “splint of splints” for the trans- 
portation of fractures of the lower extremity. 
These splints, in a comparatively small assort- 
ment of sizes, are easily fitted and require no me- 
chanical ability in their application. With « 
clove hitch about the foot, with the shoe on, and 
no attempt to remove the trousers or clothing. 
fixation and extension can be maintained from 
the time the primary treatment is given until 
the patient is in permanent extension in the 
hospital. Therefore, unless plaster of Paris is 
used in the treatment of the fracture of the 
femur, there is never any occasion to use any 
splint except a Thomas ring leg splint or the or- 
iginal Hodgen splint. 

Incomplete Immobilization. The pillow splint 
is a good splint for a Pott’s fracture if it is so 
applied that the foot is immobilized. Theoretic- 
ally, it is ideal but when we go to analyze this 
method of early splinting, we see there are sev- 
eral defects. First, the thigh above the fractured 
tibia should be immobilized in compliance with 
the law stated above that all parts above and be- 
low the fracture should be immobilized. This 
the pillow splint does not do and again the foot 
must be immobilized. The pillow splint does not 
allow any early attempt at a reduction of a frac- 
ture because it permits too much freedom of mo- 
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tion. Then, too, it can be made too tight, is 
cumbersome to handle for X-raying. 

In the St. Louis City Hospital we have 
adopted the policy in all cases of fracture of the 
leg to roll out a plaster slab bent up to include 
the foot and extending one-half way up the thigh. 
This is built up to one-half inch in thickness, 
extends around the thigh and is just wide enough 
to extend one-half way around the leg. An early 
attempt is being made to reduce the fracture and 
apply this type of splint well packed anteriorly 
with cotton. After the swelling has disappeared, 
if the leg is in good position, an anterior plaster 
slab can be applied and the patient is able to be 
up and about. 

Tight Bandages and Splints. A discussion of 
the treatment of fractures is incomplete without 
mentioning the dangers from tight splints, 
plaster of Paris and simple bandages. The 





Fig. 1. Wooden triangular frame to be used in 
fracture of the humerus; note rest for forearm and 
right angle iron bar for extension. (Splint designed 
by Doctors Steckbauer and Nealy, Saint Louis City 
Hospital Resident Staff.) 


writer has personally seen three cases of gan- 
grene of fractured extremities where the circula- 
tion had not been injured but where tight plaster 
of Paris and bandages had been used. After the 
splints have been applied, if there is swelling 
and blueness of the extremities beyond the frac- 
ture, accompanied by severe throbbing pain, this 
should be a positive indication that the splint or 
other constriction should be removed until the 
pain is relieved. Volkmann’s ischemic paralysis 
still occurs too frequently and is invariably the 
result of tight bandages. 


The Triangular Arm Splint The old-fash- 
ioned triangular wooden frame arm splint has 





1. Prevention of Deformities in Acute Surgical Lesions in 
Children. Jour. Mo. State Med. Assoc., August, 1928, Vol. 
XX, p. 271. 

2. Scudder. Theatment of Fractures. Chapter on Frac- 
tures of the Arm. 
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in some localities apparently dropped out of use. 
This is unfortunate because it is a good splint 
and the patient can be made very comfortable 
in it. It is quickly made and the application is 
easy. Any position from a complete right angle, 
to one where the arm is just free of the body, 
can be maintained. It is not practical in any 
sense for a compound fracture because it does not 
give free access where there is infection and lia- 
bility of abscess formation, but for a simple frac- 
ture in any part of the humerus—excepting the 
supra-condylar fracture—this splint will answer 
most purposes. 

In the Fracture Service at the St. Louis City 
Hospital, the following procedure is followed in 
fracture of the humerus. An X-ray picture is 
taken and if there is an angulation, the splint 
is so constructed that the arm is maintained in 
permanent position at the angle assumed by the 
proximal fragment as shown in the X-ray. At 
the elbow the splint is so constructed that the 
support carrying the forearm is at a right angle 
to the arm support, thus giving comfort and 
ease of position. It is important that the splint 
be well padded with cotton particularly at the 
elbow to allow for the pressure of the internal 
condyle. In fixing the splint to the body, it is 
important to have a pad of felt next to the chest 
wall and a number of layers of plaster of Paris 
over this and surrounding the body before the 
splint itself is applied; this gives the arm sup- 
port against which the splint rests rather than 
to have it rest directly against the side of the 
body. This one point speaks for the comfort of 
the patient. The splint is then secured to the 
body with plaster of Paris which also includes 
the arm. Of course this apparatus can be applied 
with plaster alone, but unless one is quite ex- 
perienced in the use of plaster, this is a hard ap- 
pliance to make and it is easily broken if not 
properly reinforced. Again, by a simple ex- 
tension out beyond the end of the splint and al- 
lowing the plaster to run only to the elbow, strips 
of adhesive can be applied and extension main- 
tained while the splint is in position. This is 
rarely necessary as there is very little over-rid- 
ing in fractures of the humerus. 

Occasionally after the triangular frame is made 
the patient is taken to the X-ray room and under 
direct fluoroscopic observation the triangle is 
applied to be certain that the best position has 
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been secured. As soon as the plaster of Paris is 
dry, X-ray pictures are taken in two directions. 
This apparatus can usually be applied at the end 
of the 4th or 5th day following the fracture, as 
the swelling is generally about reduced by that 
time. With this splint, the patient is able to be 
out of bed by the end of the first week. We have 
not been able to convince our patients with frac- 
tures of the humerus that they are bed patients, 
and most of them object very seriously to any 
form of the Thomas arm splint that requires 
them to stay in bed. 

In fractures of the lower third of the humerus, 





Fig. 2. Triangular arm splint in position, fixed to 
the body with plaster-paris. Note extension and 
Spanish windlass made with twisted rope and tongue 
depressor. 


we prefer a firm immobilization. We are in- 
clined to believe that a large number of cases of 
non-union of this class are due to incomplete im- 
mobilization. In the last three years we have 
not had a single case of non-union nor have we 
had a single fracture of the humerus that could 
not be treated in this splint. Remembering that 
this splint is not to be used for supracondylar 
fractures and is not always successful in certain 
fractures of the surgical neck of the humerus. 
Fractures of the Upper Half of the Radius and 
Ulna. In this particular type of fractures, one 
of the most important points to watch and the 
most frequent mistake that is made is in neglect- 
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ing complete supernation. After pronation once 
becomes fixed it is almost impossible to regain 
supernation. The simple coaptation splints will 
probably give this position but they will not as- 
sure it. It is necessary in order to assure abso- 
lute supernation, to have the anterior splint so 
constructed that it bends acutely at the elbow and 
extends partly up the arm. Again this splint 
should extend down to and include the hand, and 
the thenar eminence should be the point against 
which pressure should be made to hold this posi- 
tion. It is important to maintain this position 
from the very first treatment of the fracture, and 
whether or not there is swelling, the apparatus 
should be applied that will give perfect fixation. 
This can be easily accomplished by an anterior 
moulded plaster of Paris splint made at the time 
and applied, and the arm held in position until 
the plaster has become fixed. Later, when the 
swelling in the arm has subsided, the plaster can 
he more securely fixed to the arm and a poster- 
ior shell can be applied to the forearm. 

When the fracture occurs in both bones at the 
same level and there is displacement, if one at- 
tempt to reduce under anesthesia fails, we resort 
to open operation. 

In fractures of the elbow joint, I simply wish 
to call your attention to the fact that the right 
angle elbow splint is not the proper splint for 
the treatment of any type of fracture about the 
elbow joint. It does not conform to the principle 
that, should an ankylosis occur at the elbow 
joint at a right angle, or greater than a right 
angle, the extremity is of comparatively little 
use and the hand cannot be brought to the mouth. 

With the exception of the fracture of the ole- 
cranon, flexion (110°) slightly more than a right 
angle is the position of choice. Whatever splint 
is devised for the treatment of such fractures 
must conform to this principle. The Robert 
Jones traction splint does not fulfill this require- 
ment. ; 

Colles’ Fracture.* The method referred to in 
the treatment of Colles’ fractures as originally 
brought out by Dr. John B. Murphy of Chicago, 
whereby a fracture is splinted with the hand in 
flexion, is (although this was not a routine 
method advocated by Dr. Murphy) contrary to 


8. Outline of Treatment of Fractures—Page 17, Fig. 12. 
Reprinted from the Archives of Surgery, Jan., 1928, Vol. 6, 
pp. 172-194. (This pamphlet can be obtained from the A. M. 
A., 585 N. Dearborn St., Ch 


icago. Price, 10c.) 
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surgical principles. The theory advanced by Dr. 
Murphy was, that after reduction has been made, 
flexing the wrist was the best aid for maintain- 
ing position. He accomplished this by placing 
a posterior plaster mold from the back of the 
forearm to hand. Theoretically, this position un- 
questionably gives an extra security but it is 
pretty generally conceded that a Colles’ fracture 
once reduced stays reduced, and the ones that do 
not have probably not been completely reduced in 
the first instance. To understand the incorrect 
principle of this splint or method, it is only 
necessary to flex your own hand at the wrist and 
attempt to close the fingers. If by chance an 
arthritis should develop, or an unrecognized in- 
jury to the small bones at the wrist should pre- 
vent a normal extension of the hand, the grip- 
ping power of the hand would forever be lost. 
This method does not conform to surgical prin- 





Fig. 3. Simple cast applied at time of accident to 
all fractures of the lower leg. This cast is molded 
to fit the leg from a piece of plaster slab. Note that 
it extends only half way around the circumference of 
the leg and gives firm support to the foot. 


ciples; since, when injuries occur about the 
wrist joint, the hand should be kept in a semi- 
extended position maintained either by an angu- 
lation of the splint or a large pad placed in the 
palm. This principle has been particularly em- 
phasized by Sir Robert Jones of England and 
all splints must conform to it to be correct. 
There has been no attempt in this paper to cover 
the general field of fractures but rather to call 
attention to a few definite types and to note cer- 
tain errors made in their treatment. Unfortu- 
nately, our mechanics and appliance men are not 
doctors and the majority of shops where the ap- 
pliances are made are not in any way under the 
control of doctors, but it is left entirely to the 
discretion of the mechanician to build the splint 
as he sees it. In turn this splint is handed to a 
group of salesmen to demonstrate and sell to the 
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profession at large, and it follows that in per- 
fectly good faith, splints are accepted which have 
never been passed upon by a doctor. Many of 
them are mechanically wrong and again many of 
them do not conform to surgical principles. I 
was recently advised to buy a splint in my office 
—it was a Jones humerus traction splint—and 
was told that this splint could be used for all 
fractures about the elbow joint. Undoubtedly, 
such statements lead to misinformation among 
the general medical people who are not continu- 
ally treating fractures and such ideas probably 
account for the large number of mishandled sup- 
rachondylar fractures of the humerus—a fracture 
that can never be treated in a right angle splint. 

In the Thomas splint, the mistake so fre- 
quently made in building the splint is that a 
proper angulation of the padded ring is not made 
and again the ring is made circular rather than 
slightly oval. The principle of the Thomas splint 
is that traction is made against the foot of the 
splint and counter pressure is made against the 
ischium. If the splint is so small that the ring 
will not fit up to the ischium when counter pull 
is made, swelling is liable to result in the leg. 
If the splint is too large, it will invariably slide 
over and press against the perineum. In elderly 
people it is liable to cause pressure sores. If 
these minor details are not carefully watched in 
selecting splints, good results cannot possibly be 
expected. 

In 1915 I had an opportunity to serve in a 
British Hospital Unit, and not only to observe 
but to follow out their method in the treatment 
of fractures in a Base Hospital, also an oppor- 
tunity to visit the hospitals among the French 
and Belgians. In Paris I found methods in the 
treatment of fractures of the femur, for ex- 
ample, that were so radically different not only 
as between one army and another but in the dif- 
ferent hospitals of the same army, showing that 


no one was making any real advance in treat- - 


ment except the American Ambulance Hospital 
under Dr. Blake, which was developing a stan- 
dard equipment. When I returned with the Am- 
erican Army in the Spring of 1917, I found that 
a decided improvement had been made in the 
treatment of fractures but still no definite at- 
tempt at standardization. In 1918, largely 
through the efforts of Saint-Clair of the British 
Army, certain types of equipment had been sel- 
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ected and established as standard equipment and 
the result was that in every British hospital the 
equipment and method of treatment became the 
same. At this same time a group of men in the 
American Army in conference decided upon and 
accepted certain types of splints which had proved 
to have given the best results in the hands of the 
French and British allies and with comparatively 
few changes and modifications these splints were 
adopted as standard and were made in quantities 
to be used by the Expeditionary Forces in France. 
In both the British and American Armies, doc- 
tors as well as hospital enlisted men were instruc- 
ted in the application of these splints and the 
result was that not only were our medical men 
adept at splinting fractures, but the enlisted men 
of the medical department as well, understood the 
principle and were able to splint and sling up 
practically any type of fracture. The result of 
this high type of work was that never in the 
history of fractures had there been such perfec- 
tion developed as that period in the last year of 
the world war, and why not apply this lesson 
gained through military experience to our pri- 
vate work? The result would be two-fold in its 
value. First, it would give an ideal equipment 
of thoroughly tested standardized splints and 
methods and again in the case of a national em- 
ergency the subject of the splinting of fractures 
would be developed to the highest point of ef- 
ficiency. At present there is a committee on frac- 
tures and standardization composed of members 
of the American College of Surgeons which is in- 
vestigating and studying this question. Reports 
from this committee will be standard. Before 
splints are put on the market for sale, they should 
be passed upon by some competent committee and 
finally have the sanction of the Surgeon General’s 
office. 

If every hospital, every corporation, every med- 
ical organization and, finally, every individual 
coctor would limit their methods and splinting 
appliances to only those that have become stan- 
dard through vears of use, or to the later methods 
that have been accepted by the Surgeon General’s 
office, or by the standardization committee on 
fractures, they will have simplified their tech- 
nique and will have done away with the cumber- 
some and complex types of splints. Furthermore, 
this will simplify and make more definite the 
teaching of fractures. 
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DISCUSSION 


DR. J. L. WIGGINS, East St. Louis: Dr. Rainey’s 
paper is timely. We could offer the same comment 
had it been advanced from the time efforts to treat 
fractures were first intelligently made down to the 
present. Hippocrates, were he awakened from his 


long sleep, would open the discussion of this paper 
with practically the same remarks. 


It is hard to understand why through that long 
period when fractures occupied the pinnacle of major 
surgery there had not been a more concerted effort 
toward standardizing their treatment. Yet, men of 
equal experience and opportunities pursued measures, 
which in many instances were at variance with the 
mechanics of adjustment, as well as the known ana- 
tomical balance. This attitude is not alone a criti- 
cism of the past, but has dragged its errors into the 
present. We find that even now in our large best 
equipped hospitals, where the elimination of nonessen- 
tials is expected, and the adoption of the improved 
methods imperative, methods are still in vogue which 
have no virtues to recommend them except the hon- 
ored names of their originators. While the past had 
its full measure of errors, there was a period after the 
surgical renaissance of some 35 years ago when mor- 
bidity, the result of exaggerated or forced treatment, 
had its full measure of bad end results. While for- 
merly there might be deformities with mild functional 
errors we escaped Volkman’s contracture or destruc- 
tion of members from tight bandaging. 

One truth has been emphasized in our efforts toward 
standardization, there must be a comfortable mainte- 
nance of axial line. For this purpose there can be no 
better appliance in most cases of fracture of the 
humerus than the triangular splint, which Dr. Rainey 
has shown us. Could we follow this idea and select 
splints equally efficient in fractures occurring at other 
points, laying stress on the exceptions, but emphasiz- 
ing the rule, there would be less chaos ni the minds of 
those who have occasion to treat these injuries only 
at long intervals. In addition to the tight bandaging 
and resulting Volkman’s contracture to which the 
essayist has called our attention, it might be well to 
consider the result of improperly reduced impacted 
Colles’ fractures, when the ragged posterior edges of 
distal segment digging into the tendinous sheaths is 
the cause of so much disability and mutual disap- 
pointment. The late Dr. Murphy laid stress on this 
much overlooked condition. 

While our text-books mention many splints for frac- 
ture, all will agree that there is probably one splint 
that is best adapted. There should be little difficulty 
in agreeing on the proper one. Even with a proper 
selection, we must not overlook the fact that any 
splint is efficient only through its intelligent applica- 
tion. Illustrating this point the late Dr. Hodgen on 
one occasion at the St. Lous City Hospital showed two 
case of thigh fracture. In one emergency, treatment 
was given by a teamster, the other by a surgeon. The 
teamster had placed the injured limb in a trough 
made of bed slats, comfortably resting on pillows, 
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well immobilized ; the surgeon had utilized a cigar box 
broken in strips and tightly bound around site of frac- 
ture. These cases as an illustration emphasize two 
points: one that the splint used in any case, no matter 
by what name it is known, becomes the individual 
splint of the surgeon using it. The other point is in 
the matter of transportation, which Dr. Rainey speaks 
of. When we realize that first attention is the auto- 
crat of final results and that “As a tree falleth there it 
will be” we have gone far in the solution of many of 
our difficulties in the treatment of fractures. 


DR. J. M. NEFF, Chicago: I was much interested 
in hearing what Dr. Rainey had to say, especially 
about Colles’ fracture, and Dr. Murphy’s method of 
treating them. I was with Dr. Murphy for about 11 
years and it was during this time that he developed 
the treatment of Colles’ fracture. His contention was 
that the proper treatment was to increase the deformity 
and then bring it forward and downward so that the 
silver fork deformity was entirely reduced. His prac- 
tice was not to place the wrist in full flexion but to 
let it rest over the arm of the chair after reduction 
so that it was perfectly comfortable. A light pos- 
terior plaster cast was applied and left on for 4 or 5 
days after reduction. The cast was then removed daily 
and massage and passive motions used until the frac- 
ture was united. I saw a great many cases but never 
saw a poor result. 


Another thing which Dr. Rainey mentioned was that 
a right-angled splint for fractures of the humerus was 
not always applicable. I remember a case I saw a year 
ago, a very heavy man with fracture of the surgical 
head of the humerus. I put it up in a right-angled 
splint. The X-rays showed the distal fragment was 
not in alignment with the proximal so we took it down 
and put on a Jones’ splint with the arm at the side. 
The apposition and alignment were perfect. 


Dr. Rainey mentioned some of the things that oc- 
curred in France. We saw a great many simple frac- 
tures. I think Dr. Rainey will remember how we 
treated those fractures. We plated every long bone in 
the body. I am not advocating plating of all fractures 
but in military practice where they are simple I think 
it is the best method. In the British Military Base 
Hospital we were able to get the patients out in ten 
days by plating fractures, according to the Lane tech- 
nic. We did not have a single case of infection at the 
23rd General Hospital. I am not advocating that as 
a universal method of treating fractures but in mili- 
tary practice it is desirable because you can rid the 
hospital of patients in a very short time. 


DR. T. J. SULLIVAN, Chicago: Without wishing 
to deter from the teaching of Dr. Murphy, because we 
all admired him, I desire to state that the anatomy is 
still more important. Colles’ fracture is always pro- 
duced when a person falls forward and puts out his 
hand to save himself. The same fracture can be pro- 
duced on the cadaver. Place the arm on the table, 
have your assistant draw the arm back and with a 
large dissecting block, make a sudden severe blow and 
you can produce a Colles’ fracture on the cadaver. 
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Turn the arm over, open up, dissect it and what have 
you? You have on the anterior surface a very thin 
periosteum which very easily fractures. It tears 
across. You have on the posterior surface a very 
thick ligament. It is that ligament untorn and still 
attached that is responsible for the position. To re- 
duce that, always give an anesthetic unless the patient 
is in shock, and some of them are. To reduce the frac- 
ture reproduce the fracture, bring it back with all the 
force you can with the elbow down on the table and 
with the thumb right on the fragment, bring it back if 
it is disarrangd because it is nearly always horizontal. 
It will slip back. If you do not do that you will find 
it sticks tight. After it is in position it makes no dif- 
ference what splint you use. We used to feel that it 
was a good thing to use a strip of adhesive plaster. 
I would do what Dr. Neff suggests—take off the 
splint daily and produce passive motion. At the end 
of three weeks you can show a patient with a perfect 
arm, perfect motion and freedom from pain. 

This work was first brought out by Moore of Roch- 
chester, later on worked out and fully illustrated by 
Pilcher and later by Donald MacCrae. 

Another thing, it was he who worked out and taught 
the treatment of fractures of the humerus in the 
straight position and with passive motion you get good 
apposition and good results. 

No doubt it would be a very good thing in all frac- 
tures to be transported to give the patient at the time 
of fracture, a half grain of morphin hypodermically. 
That is a time morphin is valuable. Morphin, one-half 
to three-fourths grain, hypodermically, given to the 
severely wounded is much to their benefit because it 
aids hemostasis and puts the muscle at rest. 

DR. W. R. RAINEY (closing the discussion): I 
do not know whether or not Dr. Sullivan misunder- 
stood me. In supracondyloid fracture of the elbow 
joint you never use a splint in the straight position. 
The only way to insure keeping the long fragment in 
position is to put the arm up in acute flexion. When 
you get such a fracture always make the patient move 
his hand for questionable nerve involvement, and if 
you put the arm in flexion, feel the pulse to be sure 
you have not cut off the circulation. 

If you have a supracondyle fractice the muscle belly 
of the forearm will act as an aid to keep the fragment 
back in position, when the forearm is flexed on the 
arm. Otherwise you will get a posterior displace- 
ment of the condyles and the proximal fragment 
slides anteriorly. 
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No attempt is made in this paper to discuss 
questions of medical or scientific import. It is 
rather the object to illustrate a method by which 
the public can be informed of the achievement 
of science in preventing diphtheria. This should 
be in such form as to give sufficient knowledge to 
remove the dread and hesitancy usually found 
concerning serum treatments, which is caused by 
ignorance of the subject. 

The entire object is to instill confidence and 
create a demand for immunization against diph- 
theria by the toxin-antitoxin treatment. Par- 
ents are always advised to consult their family 
physician for further advice on the subject. 

In educating the public concerning the value 
of diphtheria prevention, the main problem pre- 
sented is to convince the public that diphtheria is 
not an inevitable dispensation of Providence, but 
that each parent has it within his or her power 
not only to protect his or her own child from this 
disease, but, in addition, to assist in stamping 
out the disease in the community. 

The problem involves a number of minor prob- 
lems. The public must first be informed of the 
true nature and menace of diphtheria. 

In order to do this is it necessary to show that 
diphtheria is a germ disease; that its cause—the 
diphtheria bacillus—is known; that it is trans- 
mitted from person to person ; that it is a disease 
particularly of childhood; that as soon as school 
opens in September the disease spreads from 
chi'd to child, the majority of cases in every year 
occurring between the first of September and the 
first of January. The disease is then carried 
home by the school children to their younger 
brothers and sisters, who, on account of their 
lower resistance to the infection, succumb to it. 

The manner in which the disease is spread 
should be explained. The public should also be 
given some idea, not only of the symptoms of 
the disease, but of the effects produced by the 
disease in the body, and the reason for the un- 
fortunate complications and after effects. 

The second task is to explain why, in spite of 
our full knowledge of diphtheria, we still con- 
tinue to have cases and deaths from this disease. 
The fundamental reason is that over a third of 
the diphtheria deaths occur in individuals who 
have had no medical attention or at best have 
had such attention only during the terminal 
stages of the disease. This conditions exists in 
every community. The parents must be aroused 
to the danger existing in every case of sore throat 
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and the necessity of calling a physician to give 
such treatment as he may deem advisable in 
order to prevent diphtheria. 

The objection on the part of seme parents to 
permit the administration of antitoxin, before 
a positive report is received from the labora- 
tory, is still a cause for a large number of deaths 
due to diphtheria. Undoubtedly there is a great 
need that the public be advised of the danger of 
not permitting the family physician to admin- 
ister antitoxin immediately when there is a sus- 
picion of diphtheria. This attitude of parents is 
almost entirely due to the inherent dread which 
they seem to possess regarding the use of 
serums. 

Unfortunately, the fear still exists that illness 
or other unfavorable reaction takes place when 
antitoxin is administered in cases which labora- 
tory tests have subsequently shown to be nega- 
tive. 

Some of the false impressions that exist con- 
cerning the dangers from antitoxin must be dis- 
pelled. It is always desirable to explain that 
antitoxin is an emergency measure, intended 
either to protect a person who has been exposed 
to diphtheria or to combat an infection already 
present. It should be emphasized that the pro- 
tective effect of antitoxin is of short duration 
and that the immunity conferred lasts for a 
period or not over two to four weeks. 

It should then be explained that an attack of 
diphtheria does not necessarily protect one who 
has recovered, against a future attack of the dis- 
ease. In this connection, it is also desirable to 
correct the impression that the heart failures and 
paralysis following diphtheria are caused by 
antitoxin. 

Other obstacles to be overcome are the reluc- 
tance of the public in consenting to have children 
undergo any treatment when they are well and 
when diphtheria is not prevalent, also the fear 
of any treatment involving the use of a syringe 
and hypodermic needle. 

There is no doubt that the active opposition to 
all measures of preventive medicine carried on 
by the well organized and amply financed anti- 
vaccinationists has an effect on the popular im- 
agination. The average individual, knowing lit- 
tle of the benefits which he has received from 
preventive medicine and still less of the prin- 
ciples involved, conjures in his mind (particu- 
larly when stimulated by the lurid literature of 
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the anti-vaccinationists), distorted pictures of 
the effect of such injections as those involved in 
the Schick test and active immunization, but 
when the details of the test and immunization are 
clearly presented to him, these fears disappear. 

These problems can be met in a variety of 
ways; primarily, by straightforward talks to par- 
ent-teachers’ associations and other public 
groups, through articles in newspapers, through 
pamphlets, and with the aid of motion pictures. 
The most important influence, however, is that 
of the family physician. 

The success of any efforts to inform the public 
of the value of diphtheria prevention and to en- 
courage the people to avail themselves of the fa- 
cilities offered, depends upon a number of fac- 
tors. The confidence of the public can only be 
gained by telling the people the principal facts, 
free from any exaggerated statements, and by 
showing them, either by actual practice or by 
means of motion pictures, the technique of the 
test and immunization. 

So much depends upon the personality of the 
speaker, upon the sincerity and conservatism of 
his arguments and upon the truthfulness of any 
depiction of the methods used. The public is 
very quick to grasp any facts that are in line with 
their own experiences, and they are equally quick 
to doubt any statements or pictures that are con- 
trary to their experiences. 

The response of various audiences depends not 
only upon the facts already mentioned, but also 
upon the nature of the audience itself. 

It has been found that audiences made up 
largely of foreign born parents will eagerly avail 
themselves of diphtheria prevention measures, if 
some one in whom they have great confidence 
advocates these measures. 

This is also true of the parents of the children 
in parochial schools. If the priest and the sis- 
ters recommend these measures to the parents, a 
favorable response comes from a very large ma- 
jority. 


In other audiences, 


composed of average 
Americans, there is a tendency on the part, of 
the individuals to place their opinions above 
those of the health officials, and it is this class 
that is frequently swayed by the statements of 
the anti-vaccinationists. 


Among the most intelligent classes, the par- 
ents usually depend upon their family physician 
In all the campaigns that have been 


for advice. 
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waged to popularize diphtheria prevention work, 
an attempt has first been made to familiarize 
physicians with the measures involved, and to 
urge them to apply these measures in private 
practice. This effort, however, has not been as 
successful as was hoped, and it is now evident 
that if diphtheria is to be prevented, we must 
create in the public mind a knowledge of the 
true benefits derived from the Schick test and 
active immunization, so that parents will de- 
mand that their physicians immunize their chil- 
dren. 

This end can best be accomplished through the 
schools where the children serve as a direct means 
of communication between those carrying on the 
work and the home. In this way a large num- 
her of parents are reached who are likely to dis- 
cuss the matter in the family circle and then ap- 
peal to their family physician for advice. 

In the school campaigns, in addition to ad- 
dresses to the parents, it is desirable to place in 
their hands some short attractive pamphlet, de- 
scribing the points already discussed, such, for 
instance, as the one I have here. At the same 
time, through other agencies, such pamphlets can 
be sent to parents throughout the country. 

Then, through the medium of motion pictures, 
particularly when these pictures bear the endorse- 
ment of either a state or city health department 
or the approval of such influential agencies as the 
large life insurance companies, the public can 
learn, not only the whole story of diphtheria and 
its prevention, but they also come to realize that 
these measures are advocated by organizations in 
which they have great confidence. This means 
of visual exposition is one of the most impres- 
sive ways in which the public can be taught the 
true nature of diphtheria, and the simplicity and 
harmlessness of the method of prevention. 

The opposition maintained by the organized 
anti-vaccinationists can best be overcome by 
meeting their objections squarely, and by asking 
the public to choose between the advice given by 
their family physicians or the advice given by 
organizations which have never done anything 
to save human lives. 

The Life Conservation Service of the John 
Hancock Mutual Life Insurance Company was 
prompted to give publicity to the Schick test and 
active immunization by the apparent need of a 
better understanding on the part of the public of 
this means of preventing diphtheria. 
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Field investigations were conducted, based 
upon which studies were made, in order to ascer- 
tain what method of publicity would give prom- 
ise of effective results. It was finally decided 
that a motion picture and a printed pamphlet 
would probably prove to be the best solution. 

The motion picture which was produced as a 
result of this investigation depicts the hesitancy 
which the average family has in submitting their 
children to a serum treatment, and shows the 
danger incurred by delay and the consequent 
penalties of diptheria. The last part of the pic- 
ture illustrates the simplicity of the Schick test 
and the toxin-antitoxin treatment. This is done 
in a manner to show that there is no pain, that 
the treatment requires but an instant, and that 
a large number of children can be handled in a 
very short time. They submit with a smile, and 
the entire picture is designed to instill confidence 
in and a demand for the treatment. Just before 
the close of the picture, a case of tracheotomy is 
shown as a final reminder of one of the severe 
penalties of diphtheria. 

Dr. Zingher, who is associated with Dr. Wil- 
liam H. Park of the Bureau of Laboratories of 
New York City, directed the production of this 
motion picture, which the John Hancock Mutual 
Life Insurance Company offers for free distribu- 
tion. Dr. Zingher, as you know, is one of the 
foremost authorities in the work of diphtheria 
prevention. 

By visual education it is easier to reach a large 
number of people at the same time. This has 
the advantage of creating widespread interest, 
which resolves itself into a general community 
discussion of the subject. Any educational move- 
ment, started in this manner, will soon grow of 
its own momentum. Visual methods of educa- 
tion are the most successful mediums for reach- 
ing certain levels of intelligence, and those of 
foreign birth who have difficulty in understand- 
ing the English language. 

The point of view of the audience must be con- 
sidered, and, since visual education is intended 
primarily for the general public, technical terms 
should be avoided as much as possible. The sub- 
ject should be handled in the simplest form pos- 
sible, in order to get the story over. 

The attitude of life insurance companies to- 
ward public health is not actuated by purely self- 
ish motives but by a growing realization of a 
certain responsibility which cannot be avoided, 
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A recent investigation revealed the fact that five 
companies paid during a five year period over 22 
thousand claims on deaths caused by diphtheria. 

The knowledge that most of these deaths could 
have been prevented places squarely upon the life 
insurance companies the responsibility for some 
action of a practicable nature. The John Han- 
cock Mutual Life Insurance Company, which I 
represent, recognizes this responsibility, and has 
tried to meet it in the manner described. It 
stands ready at all times to assist the medical 
profession in any way within its power, and in- 
vites your co-operation and suggestions. 

In conclusion I wish to stress the fact that the 
work of educating the public on the prevention 
of diphtheria’ offers unusual advantages because 
it is one of the few diseases concerning which 
we have such complete knowledge. There are 
the laboratory methods to determine the exist- 
ence of the disease, antitoxin with which to cure 
it. We also have the Shick test to determine sus- 
ceptibility and toxin-antitoxin treatment for im- 
munization. 





A PLEA FOR COMPULSORY SCHICK 
TESTING AND IMMUNIZATION 
AGAINST DIPTHERIA* 


C. A. Earzz, M. D., 
DES PLAINES, ILL. 


Dr. Hektoen says it takes about ten years for 
a real discovery in medicine to become generally 
known and appreciated. It is now 17 years since 
Theobald Smith first suggested mixtures of diph- 
theria toxin and antitoxin for active immuniza- 
tion against diphtheria. It is eleven years since 
Behring announced the use of such mixtures for 
immunization against this disease. 

Since the prophesies of Smith have become 
realities by the pioneer work of Behring, Park, 
Lieutenant Hughens and others I am sure that 
no one can be criticised for at least recommend- 
ing a relatively safe procedure which has for its 
object the prevention of such a serious disease as 
diphtheria. 

Convinced as I am from my own experience 
that T. A. mixtures can, when persistently used, 
so fortify the system that few if any deaths ought 
to occur from this disease I wish to go further 
and place diphtheria prevention on the same 
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basis as the prevention of smallpox viz. com- 
pulsory immunization. 

More is known of the cause, manifestations, 
pathology, treatment and prevention of diph- 
theria than any other disease. It is also known 
that this disease as it occurs in some lower ani- 
mals squares exactly with the disease in human 
kind. In fact the guinea pig is the yard stick 
for measuring the strength of diphtheria toxin 
and antitoxin. It would not be safe to give a 
Schick test nor could the dose of antitoxin be 
measured if the reactions in the guinea pig were 
not analogous to such reactions in man. 

It can be readily appreciated how important it 
is that the resistance of the guinea pigs used in 
these tests should vary as little as possible. 

Laboratory workers the world over had ob- 
served slight variations in the resistance to diph- 
theria toxin in guinea pigs, but it was the alert 
brain of Smith that first showed the cause for 
these variations, and in the solution of this prob- 
lem of variation of immunity of the guinea pig 
Smith unravelled the mystery of active immun- 
ity in human kind. He showed that the guinea 
pigs which had been used in testing mixtures of 
toxin and antitoxin were thereby actively im- 
munized and in violence to the dictum even of 
Behring he showed that the immunized female 
guinea pig transmitted passive immunity to her 
young, and that this passive immunity of the 
young was an index of the degree of active im- 
munity of the mother. This. was an exceedingly 
important discovery for it enabled him by mea- 
suring the passive immunity of the successive 
litters of guinea pigs to follow the duration of 
active immunity of the mother. This duration 
of immunity persisted for two years and more. 

It was in this report of 1907 that he made that 
memorable suggestion that human kind might 
thus be actively immunized. 

In 1909 Smith again showed that mixtures of 
toxin and antitoxin produced lasting immunity 
in guinea pigs and again he suggested use of 
such mixtures for human immunization. But 
the prophetic finger of this medical Leverrier 
was unheeded until 1913 when Behring an- 
nounced suecessful human immunization by 
means of injections of mixtures of toxin and 
antitoxin. He christened the child of Smith’s 
fertile brain T. A. mixture. This announce- 
ment of Behring’s was made five and seven 
years respectively after Smith had suggested 
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such mixtures and yet nowhere does Behring 
mention Smith’s name in this connection. 

Park of New York was the first to thoroughly 
appreciate the value of T. A. mixtures and un- 
der his direction they have been more extensively 
used in New York than elsewhere. Thousands 
upon thousands of T. A. injections have now 
been given and, excepting the Dallas tragedy, all 
without unpleasant results in children. I have 
myself given more than 4,000 injections with no 
undesirable results except two small abscesses. 

As 1 see it the modern control of diphtheria 
is 1. Test every child. 2. Give every suscept- 
ible child three doses of T. A. 3. Retest in four 
or five months and repeat the T. A. injections if 
hecessary. 

| have come to regard a positive Schick test as 
an infallible indication of susceptibility to diph- 
theria and the negative test as evidence of 100% 
protection against a severe attack of diphtheria. 
There is an unwarranted mystery surrounding 
the technique and interpretation of the Schick 
test. It is not absolutely necessary to inject the 
toxin into the skin. If it is injected just under 
the skin the test will not be vitiated. An area of 
redness 1% of an inch or larger in diameter and 
persisting for three or four days is a positive 
test. It is distinctly a color test. 

I have always advocated testing every child 
because at least half of the children of school age 
will be found to be naturally immune and it 


would not be scientific to give three doses of any- 


thing to a child when it is positively known that 
it is immune. 

Who shall do this work? The family doctor. 
It requires no skill to give T. A. injections. The 
technique of the Schick test is easily acquired. 
The doctor should practice on himself and fam- 
ily before giving it to others. He should also 
familiarize himself first with the experimental 
work that Smith did on animals and the work of 
Park among the school children of New York. 
The knowledge and skill thus acquired have great 
potential possibilities, for similar tests and pro- 
cedures for control of other diseases will un- 
doubtedly be discovered. 

The general practitioner will thus be virtu- 
ally compelled to familiarize himself sooner or 
later with such procedures if he is to practice 
the science and art of modern medicine. If he 
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doesn’t do it the Government will do it and thus 
the frightful nightmare of those who fear State 
medicine may become a reality. 

Most of my work has been done in an orphan- 
age of 1,200 children. During my 34 years serv- 
ice there we have lost as many children from 
diphtheria as from all other causes combined. 
During the latter part of 1918 we had 85 cases 
with 7 deaths. Immediately after this we be- 
gan our Schick testing and T. A. work. We 
have not had a death from diphtheria since. In 
the spring of 1923 we had 18 possible cases of 
diphtheria; all recovered. All but one had given 
positive Schick tests. It is exceedingly interest- 
ing to study the incidence of diphtheria in the 
eight class rooms, in which these cases occurred, 
with reference to the Schick test. ‘There were 
462 children in these eight rooms. Of these 428 
were Schick negative. Among these one devel- 
oped diphtheria ; an incidence of 1 in 428. There 
were 34 Schick positive children in the eight 
rooms. Among these 17 developed clinical diph- 
theria; an incidence of 1 in 2. In two rooms 
all the susceptible children developed diphtheria, 
hut not one of the 95 immunes got it. 

In view of the fact that the evidence is con- 
clusive that children can, without danger, be 
permanently immunized against diphtheria, is it 
not time for the state to take steps toward com- 
pelling parents to protect their children against 
this serious disease ? 

DISCUSSION OF PAPERS OF DRS. GLUECK 
AND EARLE 

DR. THOMAS A. MANN (Jacksonville, Ill.): I 
have been very much interested in this discussion since 
I have had some experience in the administration of 
toxin-antitoxin to school children in North Carolina, 
from which state I have recently come to take up pub- 
lic health work in Illinois. 

In North Carolina I had the pleasure of vaccinating 
during December, 1923, about two hundred and fifty 
school children with toxin-antitoxin, without using the 
Schick test. 

North Carolina is giving herself credit for doing a 
little advance work in disease prevention. There, as 
in other sections, health officers, however, must be 
guided by the size of their appropriations in planning 
their work. When working with only 30 cents per 
capita it is impractical to do Schick testing, and if we 
wish to get mass immunization we cannot wait for 
physicians to do the work, but must go into the 
schools. I believe that the future will show that most 
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of our health work must be done primarily through 
the school children. 

In my work in North Carolina I used what I call 
the voluntary plan. I simply went to the schools and 
talked to the children, advising them to be immunized 
against diphtheria, and explained that we would only 
take the first four grades. In that way we felt that 
we reached the majority of children who were most 
apt not to be immune. We had no trouble whatever. We 
did not ask the parents, but simply went to the schools 
and took the volunteers. We did the same thing with 
typhoid vaccination. Typhoid vaccinations among 
school children in North Carolina, however, have been 
much more extensive. I suppose there have been one 
or two hundred thousand children who have been vac- 
cinated against typhoid fever. 


I have also done “voluntary vaccination” against 
smallpox. In January and February of this year I 
found in Bladen County, North Carolina, that the 
school children were not protected against smallpox. 
You will find that all over the country. I have already 
found it in Morgan County, Illinois. 


We can not get the children vaccinated by advising 
them to go to their physicians. Bladen County has a 
school population of about thirty-two hundred chil- 
dren. I went into the schools and with two nurses 
vaccinated twenty-eight hundred children in two 
months. As with other vaccinations, we only took the 
volunteers. 

It is my opinion that work of this nature can best 
be done without force. There is no need of having a 
law. The only force we need is the force of educa- 
tion, then we can get our work done. 

CHAS. F, GLUECK (John Hancock Mutual Life 
Insurance Company, Boston, Mass.): I would like to 
ask Dr. Mann a question. Did I understand you to 
say you got only the consent of the children in the 
diphtheria work? 


DR. THOMAS A. MANN (Jacksonville): No, we 
asked the children beforehand. I generally made a 
preliminary visit to the schools and advised the chil- 
dren to talk it over with their parents and explained 
that when I came to immunize I would only take the 
ones who were willing. With this plan there was no 
chance for resistance. Vaccinations became popular. 
One little girl in the first grade who was vaccinated 
with the others said to me, “Doctor, my mama told 
me not to be vaccinated but I wanted to be vaccinated 
anyway, but she won’t care.” 

With all the twenty-eight hundred I think not over 
a hundred were out of school with their arms and 
these were home only a day or two. There was of 
course some headache and febrile reaction with many, 
but I had explained that to the children beforehand. 
The best way to do the work is to tell them the abso- 
lute truth; never try to deceive a child. 


DR. W. C. COOK (Peoria) : 


Dr. Mann is certainly 
illuminating as to the methods of certain localities. I 
imagine if I were to pursue his measures in Peoria 
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we would have a riot; as a matter of fact, as one pub- 
lic health official I rather believe from the nature of 
things we have not progressed so far in public health 
measures as that it would be safe, it would be sane to 
follow entirely what our good Doctor has suggested. 
I personally will go through no other source than the 
family physician. Naturally we are the foundation in 
our field efforts to make that co-operation one hundred 
per cent, but I hardly feel in Illinois, more especially 
that section of Illinois that I feel somewhat conversant 
with, that we are at all ready to give those who see 
State Medicine just around the corner the one grand 
opportunity that they are looking for. 

The other statement that Schicking was not done 
promiscuously. I rather feel that Dr, Earle, at least 
he voices my sentiments that it is rather unscientific to 
do a wholesale TA, without first knowing those who 
are already immune, and the only stumbling block I see 
there is the fact that I do know a child may be im- 
mune today and a year hence he is susceptible. 

In my efforts in Peoria Public Schools I worked odd 
grades each year, at which time we follow the card 
that I presume the most of you present are familiar 
with—it is sponsored by the State Department for 
physical examination—a record is kept, being the only 
medical officer of the Peoria Public Schools, serving 
from two to five hundred pupils, we do and are doing 
that part with the odd grades which means that each 
child has this examination and a record is made every 
other year. 

Dr. Mann had a suggestion, I feel, and not being 
known as a conservative in most respects some of you 
present may wonder why I would fall in so readily, 
but I know in the city of Peoria in the north central 
territory they are not ready for that sort of thing. 

DR. H. O. MUNSON (Rushville): I would like 
to ask this question. In view of the recent ruling of 
the Supreme Court, how we could enforce immuniza- 
tion for Schick test? 

I understand the recent ruling is you can not compel 
a child to be vaccinated for small pox or diphtheria or 
exclude them from school. I ask that question for 
information. 

DR, C. ST. CLAIR DRAKE (Chicago) : 
ask Mr. Glueck a question? 


May I 


In the event the local health organization was going 
to put on a campaign of education against diphtheria, 
would it be possible to secure those films you have, 
would you loan them and on what terms? 

CHAS. F. GLUECK: I think we have about one 
hundred twenty in circulation now. They are one 
reel, one thousand feet, and we usually send a record 
of the story in printed form. It runs about forty min- 
utes I would say. We have a pamphlet we put out 
similar to this one (exhibits pamphlet). 

DR. C. A. EARLE, Des Plaines (closing discus- 
sion): As to the variability of the Schick test, my 
own work leads me to believe that a child 3 yrs. old 
or above, who is once Schick negative will always be 
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Schick negative. Of course a dose of antitoxin given 
a month before the test would vitiate the test. 

Vaccination against smallpox cannot be made com- 
pulsory under the present ruling of our courts in IIli- 
nois; but in the presence of an epidemic of this dis- 
ease children can be excluded from schools unless 
vaccinated. My plea is to place diphtheria on the same 
basis as smallpox, that is, exclude the non-immunes 
from school in a community where diphtheria is prev- 
alent. 

I think the Doctor from North Carolina is probably 
right when he states that the great work of diphtheria 
immunization will have to be done by the state through 
its health officers. 


Dr. J. J. McSHANE (State Department of Health, 
Springfield): Dr. Munson asked a question. “In 
view of the recent ruling of the Supreme Court, how 
we could enforce immunization for Schick test?” 

We can not require children to take the Schick test, 
neither can we require them to be vaccinated but we 
can exclude children from the schools when smallpox 
becomes prevalent in a community or threatens to be- 
come epidemic. The exclusion is by ruling of the 
board of health. 

There have been a number of decisions relating to 
compulsory vaccination. The one Dr. Munson refers 
to is a recent decision of the Supreme Court relative 
to the exclusion of a child from the public schools of 
Chicago who refused to be vaccinated. 

The Supreme Court held that the health department 
notified the city superintendent of schools who in turn 
notified the principal to exclude all children in a cer- 
tain school where smallpox was prevalent who were 
not successfully vaccinated for a certain period of time. 
The Supreme Court held that inasmuch as all exclusion 
orders must come from local boards of health and 
boards of education that since there was no board of 
health in Chicago and no ruling relating to the exclu- 
sion of children in this case by the board of education 
that the superintendent could ‘not require children to 
be vaccinated. 

In Granite City. when the city had a number of 
cases of smallpox, in the trial of Larner vs. Hagler, 
the Supreme Court relative to the exclusion of un- 
vaccinated children, held the board of health had the 
right to formulate rules and regulations requiring that 
school children be vaccinated when smallpox is epi- 
demic in the vicinity of the school or danger of epi- 
demic may be apprehended. Under this ruling boards 
of health may require the exclusion of unvaccinated 
children when smallpox is prevalent in a community 
or threatens to become epidemic. 

DR. S. C, BEACH (Chicago): It happens to be 
within the ken of my knowledge we have two states 
only in the United States which have compulsory vac- 
cination laws; one is Rhode Island and the other is 
Kentucky, and Kentucky is so clever in putting this 
over that she makes this regulation. You don’t have to 
be vaccinated but an employer can’t hire you unless 
you are. Kentucky gets everybody vaccinated. 


March, 1925 


THE PATHOLOGY AND BACTERIOLOGY 
OF PUTRID AND GANGRENOUS PRO- 
CESSES WITH SPECIAL REFER- 
ENCE TO THE FUSIFORM BA- 
CILLI AND VINCENT’S 
SPIROCHETE* 


Davip J. Davis, M. D., 


From the Department of Pathology and Bacteriology, University 
of Illinois College of Medicine. 


CHICAGO 


Introduction: For convenience, we may di- 
vide putrid and gangrenous processes into three 
large groups so far as their bacterial relationships 
are concerned. First, there are the gangrenous 
processes that are caused primarily by the activi- 
ties of the Colon bacillus and related organisms. 
These processes occur chiefly in connection witb 
the intestinal tract and the genito-urinary sys- 
tem. Such processes are common in the appen- 
dix, in and about the lower bowel, and about the 
urinary bladder and the kidneys; also especially 
in the female about the pelvic organs. For ex- 
ample, a large proportion, possibly ninety per 
cent. of gangrenous appendices is dependent on 
the activities of B. coli. The second group of 
gangrenous and putrid processes are those asso- 
ciated with the activities of the Welch bacillus 
and related anaerobes. Such infections are fre- 
quently gasogenic in character and commonly lo- 
cated in the muscular system and the gastro-in- 
testinal system. Frequently the infection results 
from wounds. This group of infections was 
brought into special prominence during the re- 
cent war. The third group of putrid processes is 
dependent upon the activities of the fusiform ha- 
cillus and spirochetes. This third group is a 
very large group, possibly larger than the first 
two groups combined. Their distribution is 
wide, and the character of the process varied, at 
times being very extensive and at other times 
being quite insignificant. 

A few words concerning the properties of fuso- 
spirochete organisms will be in order, so that 
the specific pathogenic reactions of this organ- 
ism may be better understood. Fusiform bacilli 
and spirochetes are almost invariably found asso- 
ciated. Not only are these two organisms found 
together, but they are also found in association 
with a third organism which is usually one of the 
pyogenic cocci. The particular pyogenic coccus 


*Read before the Inter-State Post Graduate Assembly of 
America, Milwaukee, Wis., Oct. 27-31, 1924. 
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co-operating with the fuso-spirochete organisms 
depends very largely upon the location of the 
infectious processes. About the respiratory pass- 
ages it is some member of the streptococcus group 
that usually works with the fuso-spirochete or- 
ganisms. About the genitalia, staphylococci are 
usually the associated organisms. In the intes- 
tinal canal apparently both streptococci and B. 
coli co-operate with the fuso-spirochete combina- 
tion. 

I wish especially to emphasize the importance 
of this association of organisms in bringing about 
these pathologie processes, for as a general rule 
any one of these organisms working alone would 
not, under the conditions, give rise to the le- 
sions. 

The fusiform bacilli comprise a rather large 
group. They are fusiform in shape, are anaero- 
bic, serophilic, stain readily with ordinary dyes, 
Gram negative, and extremely pleomorphic. Or- 
dinarily they can be cultivated readily, though 
difficulties may be encountered in obtaining them 
in pure culture. Alone, their pathogenicity is 
extremely limited. 

The spirochetes associated with them seem to 
belong to several varieties, some being large, 
others small. Cultivation of these organisms is 
extremely difficult; apparently some have not yet 
been grown on artificial media. 

The fuso-spirochete organisms belong to a 
group of bacteria that we have conveniently re- 
ferred to as opportunists. By this is meant sim- 
ply that they are organisms commonly found 
about the body, leading a saphrophytic life but 
with potential pathogenic powers. When certain 
conditions arise leading to a more favorable en- 
vironment, they are prone to develop, as a rule, 
quite rapidly and give rise to pathological pro- 


cesses. In this respect, they are quite like many 


other well-known organisms, such as the pneu- 
mococci, streptococci, B. coli, and others. 
Normal Distribution of Fuso-Spirochete Or- 


I wish to refer here to a fundamentai 
principle not sufficiently recognized in connection 
with infectious processes: namely the distribu- 
tion of infectious processes in the body is very 
largely determined by the normal distribution of 
the opportunist organisms causing such infect- 
ious. For example, the normal habitat of staphy- 
locoeci is the surface of the body, especially the 
skin surfaces, and we know that most staphylo- 


ganisms: 


J. DAVIS 201 


coccus infections occur on the skin, in the skin, 
or in adjacent structures. Even though staphy- 
lococcus infections occur in the interior of the 
body, upon analysis it usually can be shown that 
the organisms came more or less directly from 
the skin. 

So also with streptococci ; these organisms nor- 
mally occur in the throat and upper respiratory 
passages and most streptococcus infections ap- 
pear in these localities. 

Fuso-spirochete infections furnish a very strik- 
ing illustration of this principle. We have in our 
laboratory made a special study of the normal 
distribution in the body of these organisms and 
find that they occur chiefly in four localities ; first 
they are commonly found in the crypts of the 
tonsils; second they occur in large numbers on 
and about the teeth; third they are frequently 
found normally in the intestinal canal in the 
region of the appendix and caecum; and fourth 
they are found normally about the genitalia, in 
the male in the preputial sae, in the female about 
the clitoris. In studying the distribution of in- 
fections by these organisms, we find that such 
processes occur chiefly in or near these four lo- 
calities above mentioned. 

In the tonsil crypts, these organisms occur in 
two forms: first, diffusely distributed over the 
epithelium ; and second, in definite small caseous 
granules. These granules occur in about thirty 
per cent. of all tonsils that are extirpated. Prob- 
ably every one with tonsils has them at times in 
the crypts. They-are usually multiple. They are 
gray or greenish-gray, small, brittle, radiate and 
have a peculiar offensive and characteristic odor. 
Ordinarily they do not penetrate the epithelium 
but remain localized, frequently causing cyst-like 
dilatations of the crypts. When examined micro- 
scopically, these granules reveal at their mar- 
‘gins small extrusions which have a structure re- 
sembling an ordinary test-tube brush. There is 
a central shaft made up of one or more filaments, 
and arranged perpendicularly thereto are innum- 
erable fusiform bacilli and spirochetes. Scat- 
tered throughout the granule are many coccal 
forms, especially streptococci, both hemolytic and 
viridans. 

On the surface of the teeth near the gingival 
margin, similar granules occur. When examined 
under a microscope they present a somewhat ray- 
like appearance with similar brush-like protru- 
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sions at their margins. Smear preparations of 
this material reveal many fusiform bacilli and 
spirochetes as well as streptococci and buccal lep- 
tothrix. 

Relation to Infection: I will now take up es- 
pecially the pathological processes that are caused 
by these organisms and in doing so I will discuss 
lesions in various localities of the body, begin- 
ning with the structures about the head. One of 
the most typical lesions caused by these organ- 
isms is known as Vincent’s angina. This lesion 
uppears usually first upon the tonsil or nearby 
surfaces, and, indeed, very frequently about the 
edges of the tonsillar crypts. There are two an- 
atomic forms of Vincent’s angina, one where the 
lesion is superficial and not associated with much 
odor; the other is deep and destruction of tissue 
is more or less characteristic. The latter is us- 
ually very fetid. Examination of such lesions 
reveal large numbers of fuso-spirochetes. In- 
deed, at times the organism appears in practically 
pure cultures. Often, however, pyogenic cocci 
also appear. The question has arisen as to the 
source of the fuso-spirochete organisms in this 
disease. This condition at times appears as dis- 
tinct epidemics, and in these cases it would seem 


that the transmission is direct from person to 


person, as in diphtheria. Other cases appear to 
be distinctly sporadic and from an examination 
of the tonsils it would seem that fuso-spirochete 
organisms from the crypts of the tonsils or pos- 
sibly from the teeth for one reason or another 
become pathogenic and cause a localized infect- 
ious process. 

Ulcerative gingivitis years ago was shown by 
tilmer and Tunnicliff to be caused by fuso-spiro- 
chete organisms. In this disease apparently 
when proper predisposing factors are present 
these organisms, which normally occur about the 
teeth, grow rapidly on the buccal mucosa and 
cause a dissolution of tissue, resulting is a lesion 
somewhat similar to the lesions above described 
on the tonsils. 

Moorehead and the writer have recently shown 
that these organisms are frequently found in the 
exudate obtained from chronic alveolar abscesses. 
They are practically always associated with strep- 
tococci, usually the streptococeus viridans. It is 
the fuso-spirochetes that are largely responsible 
for the solution of the tissue and for the putrid 


character of the exudate. For example, in twenty 
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cases of chronic alveolar abscesses, the fusiform 
bacilli and streptococci were found in all, and 
spirochetes were shown in association in sixteen. 
Undoubtedly, in this common condition, the 
streptococci are the aggressive organisms anil 
may have been the primary agent, the fuso-spiro- 
chete organisms entering secondarily but modify- 
ing materially the character of the process. 

Also in pyorrhea alveolaris and other similar 
lesions about the mouth, fuso-spirochete organ- 
isms are commonly found in large numbers us- 
ually growing with pyogens. It may be true that 
they are at times primary agents, but probably in 
most instances they are merely secondary inva- 
ders taking advantage of certain factors such 
as vascular disturbances, associated infection, 
foreign body deposits, diet deficiency disease, etc. 

In putrid otitis media, fuso-spirochete organ- 
isms are nearly always responsible for the fetid 
character of the discharge. Usually the otitis 
media is primarily a coccal affair. When the 
fuso-spirochete organisms invade the ear second- 
arily, the exudate quickly becomes putrid in char- 
acter. The bone may or may not be involved. 
At times, the fuso-spirochete organisms invade 
the various sinuses of the head, and so occasion- 
ally we have a putrid sinusitis, ethmoiditis, and 
so on. 

Pilot has recently investigated a large series 
of pulmonary lesions of different kinds includ- 
ing pulmonary abscess, gangrene, and bronchiec- 
tasis. The bacteriology of these lesions centers 
largely around the presence of fuso-spirochete or- 
ganisms and streptococci. Thirty-seven cases of 
such infections were studied. The bacteriologic, 
pathologic, and clinical studies indicate that this 
type of infection forms a distinct clinical entity. 
The process as a whole may be referred to as a 
fuso-spirochete pneumonia, though pyogens near- 
ly always play an important contributory roll. 

The lesions are largely in the form of simple 
or multiple abscesses together with a diffuse 
form of gangrene. The development of these 
processes in the lungs depends to a large extent 
upon such factors as tonsillectomy, general an- 
esthesia, aspiration of foreign bodies, perforating 
lesions in the trachea, bronchial carcinoma, tub- 
erculosis infections of different kinds especially 
pneumococcus infections and also upon circula- 
tory disturbances of various kinds. In a few, 
typical gangrene of this type may develop with- 
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out evident predisposing causes. It is interesting 
to know that probably in all cases, the sources of 
infection relate back to the mouth or throat 
where the fusiform bacilli and spirochetes norm- 
ally grow. The prevention, therefore, of these 
pulmonary infections would appear to lie largely 
in the proper hygiene of the mouth. 

In pulmonary tuberculosis, it is interesting to 
know that infections with fusiform bacilli and 
spirochetes are rare. However, occasionally the 
association of these organisms with the tubercle 
bacillus does occur, resulting in a diffuse putrid 
gangrene superimposed on the tuberculous pro- 
cess. In our series, five such cases were studied. 
These seem to occur more commonly in those pa- 
tients who have been particularly careless as to 
mouth hygiene. 

Brams, working with us, has directed his at- 
tention especially to the occurrence of these or- 
ganisms about the genitals of the male. Under 
normal conditions, he found that they occurred 
in the preputial secretions of fifty-one per cent. 
of one hundred men, Other organisms commonly 
associated with them are staphylococcus, strepto- 
coccus hemolyticus and colon bacilli. A compara- 
tive study of the flora of the normal preputial 
secretions and the secretions from cases of gan- 
grenous balanitis reveal a striking similarity in 
both smears and cultures. The conclusion has 
been drawn from this study that in gangrenous 
and erosive balanitis the usual source of the fuso- 
spirochete organisms is in the normal flora of 
the preputial sac and not as formerly thought in 
the buccal secretions. Fusiform bacilli and spi- 
rochetes were also found in the normal smegma 
of twenty-one of thirty-six pregnant women. They 
appear quite like the organisms found in the pre- 
putial secretions of men. Infections caused by 
these organisms have been known to occur in 
women and presumably the source of such in- 
fections is also in the smegma of that locality. 
In both male and female, predisposing factors 
are important in determining these gangrenous 
lesions of the genitalia. 

A considerable amount of investigation has re- 
vealed the not uncommon presence of these 
organisms in the intestinal canal. It would ap- 
pear that a small proportion of gangrenous ap- 
pendices, not over five per cent. or thereabouts, 
have been the result of the activities of the fuso- 
spirochete association. Here too, as in other lo- 
calities, predisposing factors such as foreign bod- 
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ies, associated infections, vascular disturbances 
and the like operate in causing these organisms 
to grow. 

It has long been known that serious skin in- 
fections of a gangrenous character resulted from 
bites of individuals, especially individuals having 
dirty mouths. On investigation, it has been 
shown that fusiform bacilli and spirochetes usu- 
ally along with cocci are found in large numbers 
in such lesions. No doubt these organisms in 
these instances have been directly introduced by 
the biting process resulting in a serious type of 
infection. 

Animal Experiments: For experimental pro- 
duction of putrid and gangrenous processes with 
these organisms, we have found the rabbit es- 
pecially suitable. Introduction of the material 
under the skin in suitable amounts in the re- 
gion of the neck or directly in the pleural cavity 
will result in the formation of a putrid process, 
the fusiform bacilli and spirochetes being pres- 
ent in the exudate. The presence of associated 
cocci, especially streptococci, is no doubt an im- 
portant factor in determining the progression of 
the process. The cocci appear to be more ag- 
gressive, advancing into adjacent tissues, where- 
as the fusiform and spirochete forms follow later 
and cause the gangrene. If the dosage of ar- 
ganisms is large enough, the rabbit will die with- 
in a few days and at the site of injection will be 
found extensive putrid processes. If this is the 
pleural sac, the entire cavity may be filled with a 
stinking exudate, the heart and opposite lung 
being compressed to one side. Putrid empyemas 
may readily be produced in a rabbit by the in- 
troduction of such material as the tonsil granules, 
tartar from the teeth, and pleural exudate from 
gangrenous empyena. 

Prevention: In discussing prophylaxis, I must 
again refer to the principle enunciated in the 
early part of this paper, namely, that the distri- 


bution of infectious processes caused by these or- 


ganisms is largely determined by their normal 
habitat. In order to lessen the number of these 
infections, it would appear reasonable to dimin- 
ish as far as possible the number of these or- 
ganisms nermally present about the body. While 
it may be out of the question completely to dis- 
infect for example the mouth or the tonsils, the 
number of bacteria there may be greatly reduced 
by various procedures. We now appreciate that 
diminishing the dosage of bacteria is an impor- 





204 


tant element in prevention. Removal of the ton- 
sils and draining of the crypts containing these 
fuso-spirochete granules are rational procedures 
to pursue. A frequent cleansing of the teeth, 
especially between them and about the gums, re- 
moval of tartar and pus pockets and in general 
establishing a clean and healthy mouth would 
clearly be indicated in this connection. It would 
appear reasonable to exercise special precautions 
in persons about to undergo anesthesia for any 
purpose, especially in tonsillectomy or operations 
about the mouth or throat. About the genitalia 
in the male, frequent cleansing of the preputial 
sac would appear to be practically a sure pre- 
vention, and in females the parts about the clit- 
oris should receive particular attention. Circum- 
cision is a sure preventive measure against this 
type of infection. 

Treatment: In relation to treatment, I will 
merely say that at the present time many of these 
eases all over the world are being treated with 
arsenic largely in the form of arsphenamine. For 
a long time it has been noted that such prepara- 
tions appear to have a favorable effect upon these 
infections. Our studies have been largely of a 
pathological and bacteriological nature and only 
more or less incidentally have we taken up the 
treatment of these conditions. On the whole, we 
have noted several strikingly favorable results 
fcllowing the administration of arsphenamine in 
bronchiectasis and other pulmonary conditions. 
Pilot has noted diminished expectoration, disap- 
pearance of foul odor of the sputum, less fever 
and other favorable signs. 
tomic 


old ana- 
defects can not be changed thereby. It 
is evident that the infection should be treated 
with arsenic 


Of course, 


as early as possible, and selected 
cases at least should receive arsenical treatment 
before more radical surgical procedures such as 
pneumothorax are employed. In many cases, it 
may be well to combine surgery and arsphena- 
mine in the treatment. 
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Take a great city with its miles and miles 
of residential and industrial districts, place it 
on wheels and run it over steel roads to far dis- 
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tant points at a 45 mile an hour rate of speed, 
providing meantime for the health and comfort 
of its 100,000 inhabitants and you have a glimpse 
of the daily problem of the common carrier, this 
term being legally descriptive of the great rail- 
way systems of these United States. 

This work must be performed without fail 
every twenty-four hours in varying climates and 
temperatures, serving all classes of travelers with 
their varying needs and delivering them to their 
destinations in health, comfort and safety. 

In the accomplishment of this task sanitation 
necessarily performs its part, a fact which is be- 
coming realized more each year, this being 
shown. by the attention given it by railway organ- 
izations and the placement of sanitation under a 
special department. Cleanliness, the cornerstone 
of sanitation, must be maintained; the needs 
of the people as regards hunger and thirst, 
physical comfort and the satisfaction of the renal 
and intestinal emunctories must be properly 
subserved; the fatigue of the day must be re- 
lieved by proper and cleanly resting places where 
weary bodies and tired minds may prepare for 
the coming day’s problems in restful sleep, and 
all this must be carried on under healthful tem- 
perature conditions, correct ventilation and an 
abundance of light, both natural and artificial. 

The common carrier must transport the healthy 
and vigorous and, under restrictions, the weak 
and ailing; must deliver them to their destina- 
tions with health and vigor unimpaired or, in 
case of sickness, with due care and gentleness, 
providing for their many and varying needs en- 
route. 

To do this an army of trained employees must 
be maintained, which must have its own offices 
and shops all properly heated, lighted and ven- 
tilated, in which to carry on the vast labor needed 
to direct and maintain the equipment used in this 
great work. In addition, stations or depots must 
be provided at each and every point at which a 
train receives and lets off passengers; these in 
their turn must be built, equipped and main- 
tained so as to provide fit and proper waiting 
accommodations for patrons of the railway. 

This, briefly, is the sanitary problem of the 
common carrier, thus outlined in order to con- 
sider the methods of handling and to more fully 
understand their importance and the need of 
skillful supervision ; it is one of the departments 
of preventive medicine, that lusty and growing 
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infant of medical science which at present is en- 
grossing the thought and attention of both pro- 
fession and laity. It is the problem of prolong- 
ing life and freeing it from the pitfalls and dark 
days caused by preventable disease. A remark- 
able and complimentary commentary of these 
preset t mes is the fact that civilization has con- 
sented! to listen to the voice of medical science 
admoniching the people “this could have been 
preverted” and actually striving toward such 
prevention, the results being shown in smallpox, 
diphtheria, typhoid, yellow fever and other dis- 
eases, all this evidencing a keen and growing de- 
sire for knowledge and a cooperative spirit which 
will result in even greater advancements. 

Today our beautiful and productive Southern 
States are fighting malaria with constantly grow- 
ing interest and success, in which work the Illi- 
nois Central Railroad is cooperating, and with 
every iidication of ultimate obliteration of this 
persistent and insidious disease. Just as the great 
mass of humanity are today striving and co- 
operat ng towards betterment in health, so the 
railways are doing and feel that the public is 
aidine and abetting their efforts by a compliance 
with health regulations, an expressed apprecia- 
tion of equipment and facilities and an evidenced 
cooperative spirit shown by appreciative treat- 
ment and patronage of the means of travel pro- 
vided. 

In 1911 the first great railroad system began 
to sanitate methodically and under the direc- 
tion of a special department, employing a full 
time dector-engineer to travel and inspect, recom- 
mending corrections to the officials of the road 
from whom orders emanated for the betterment 
of existing conditions. These corrections were 
along the line of public health progress and in 
accordance with the laws of the states traversed 
by the railroad. Presently these states, either 
individually or under the direction of the United 
States Public Health Service began to take a 
greater interest in the health and sanitary direc- 
tion of their people and laws were promulgated 
to that end. The railways, passing through many 
of these states, each of them having individual 
laws not always in accordance with each other, 
began to encounter difficulty in complying with 
such opposing regulations and progress was more 
or less hampered. As a result a committee of 
experts drafted the Railway Sanitary Code, 
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which conformed with the various state Laws and 
in 1920 was approved by the Surgeon-General, 
adopted by some thirty-five states and by the 
American Railway Association as recommenda- 
tery practice. As a result progress was resumed 
and harmonious conditions prevailed. 

This Code is known as the Standard Railway 
Sanitary Code and deals definitely with the sani- 
tation of offices, shops and camps, cleaning and 
disinfection of coaches and stations, water and 
ice supplies and transportation of persons having 
communicable disease. Its relation to the sub- 
ject in hand will be referred to during the prog- 
ress of this paper. 

Now let us think for a moment of the unit of 
the passenger train, the modern steel coach, seat- 
ing eighty-eight people and costing about $15,- 
000; this coach makes approximately 1,000 miles 
a day and carries from one to three hundred 
passengers on its entire trip during which time 
it must be kept cleaned, warmed or cooled, lighted 
and ventilated; when it reaches its destination it 
is seized upon by an eager switch engine and with 
its companion coaches hurried to the coach clean- 
ing yard where it is invaded by an army of clean- 
ers, swept by an eighty-pound pressure blower, its 
cushions cleaned and vacuumized, its entire in- 
terior disinfected and deodorized, the wood work 
cleaned and renovated and its windows washed. 
While this is going on inside another army is at 
work on the outside, the entire surface being gone 
over and made to look almost like new. Then 
come the electricians, water and ice men, repair- 
men and finally the equipment inspectors, the 
finished result being that within a few hours it 
is once more ready to receive its load of human 
freight and bear it in comfort and safety to its 
destination. Divisions three and four of the 
Standard Railway Sanitary Code deal with these 
matters and tend towards that economic mecca, 
standardization. The process described puts the 
coach back into service but does not take into 
consideration the approximate upkeep in transit, 
which is provided for by train porters and # 
partial cleaning done at prearranged points along 
the line of travel where the train schedule per- 
mits of needed time. 

The stations must be cared for in accordance 
with their needs, some demanding a special corps 
of cleaners numbering forty or fifty and some 
only two or three, others being cared for by 
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traveling cleaners who attend to twenty or thirty 
stations every month, doing this by assigned dis- 
tricts. All these employees must be furnished 
with the necessary materials and paraphernalia 
and each station must be kept up to the santi- 
tary standard demanded. There are presented 
also special problems in getting rid of pests with 
which the coaches may become infested, these 
ranging from the animal to the human variety 
and including rats, flies and mosquitoes. Each 
station must have its toilet conveniences, which 
range through a wide variety of equipment but 
all susceptible to contamination and in need of 
cleaning and disinfecting from two to six times 
every day. This latter forms one of the most 
vexing necessities which the railroad has to pro- 
vide by reason of mistreatment and ignorance of 
equipment, the usual small town looking upon 
these places as civic conveniences and using and 
misusing them accordingly. 

Not the least important is the santitary up- 
keep of the offices and shops which house the 
brains and brawn of the busy employee, who, in 
order to give the best effort to the railway, must 
be furnished with sanitary conveniences to the 
laudable end that the maximum health be main- 
tained. 

It is a simply performed act to rise from one’s 
seat in a coach and walk to the drinking water 
tank at its end, there obtaining a refreshing 
drink of cooled water but if this assemblage 
but knew the work, legislation, inspection and 
supervision it had taken to get that cooled water 
there, to have it germ free and in a properly 
constructed tank which separated the ice from 
the water, it would be much surprise. 

Lists of watering places are submitted by the 
railroads twice a year; the sources of this water 
are then surveyed by the State engineers and 
samples are analyzed in the laboratory, the re- 
sults being transmitted to the Surgeon General 
of the U. S. Public Health Service and certifi- 
cates issued permitting the use of the water if 
up to standard. Should the water be substand- 
ard signs reading “Unfit to drink” are posted 
and we must look elsewhere for certified water. 
But few travelers know that when they drink 
water from a railway coach drinking tank, it is 
and must be government certified. The law 
has for some years past required individual 
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drinking cups and all regulations emphasize their 
use. 

Do all these precautions pay? Yes, and a 
thousand times yes for typhoid has dropped from 
80 deaths per 100,000 to 1.2 and where, a few 
years back, typhoid was a yearly visitor, its 
advent is now featured in the daily papers and 
some city receives a black mark in the shape of 
undesirable publicity. 

There is no problem handled more expedi- 
tiously or carefully by the railroads than that of 
drinking water and the present tendency is all 
towards greater care and more careful super- 
vision. 

The food question with the railroads is one of 
the greatest delicacy and necessity for the traveler 
must have his appetite appeased at the regular 
and habitual hours. To do this great commis- 
saries must be maintained, dining cars equipped 
and run in all long distance trains, and restau- 
rants provided along the line of travel, and when 
the statement is made that this service is the 
cause of thousands of dollars yearly loss to the 
common carrier it is received by the public with 
an incredulous stare. Yet it is true, for the cost 
of running a first-class dining service which 
passes sanitary inspection and satisfies its pa- 
trons is tremendous and it must be maintained 
The 


next time you and your wife are the only occu- 


whether three are served or three hundred. 


pants of a dining car at meal time, just remem- 
ber that it is only one of a large number of 
such discouraging trips. The steward in charge 
of the car is a veritable maitre-de-hotel and 
skilled in his line; from the chef and his three 
assistants down to the humblest waiter they are 
all high priced and experienced food handlers 
and subjected to periodic medical examination 
several times a year—this in accord with Sec. 
72 of the Code. A special laundry service must 
be maintained to provide an abundance of clean 
linen for the tables as well as suits for the crew. 
The kitchen is a marvel of compactness and 
cleanliness and subjected to the most rigorous 
inspection. From the time of the purchase of 
the food to the moment of serving, it receives 
the most careful attention and every railroad 
takes pride in its dining car service. 


Many restaurants are also maintained by this 
department, usually being located in the larger 
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depots along the line. These have also a lunch 
service to cater to that unfortunate American 
habit of rapid eating. Some restaurants are 
maintained by outside companies but the old 
time railroad eating house with its “twenty 
minutes for dinner” call has become largely a 
thing of the past. 

When it comes to communicable disease rul- 
ings the way of the transgressor is indeed hard 
for the reading is so explicit that no one can 
be held ignorant and the Railroad Sanitary Code 
opens with significant statements regarding per- 
sons “knowing or suspecting” themselves to have 
certain communicable diseases and forbidding 
them to travel. It further forbids them to ac- 
cept transportation, such as might be secured by 
a scheming friend or sold them unknowingly by 
an agent of the railroad. All this is as it should 
be but witness the duplicity of an Alabama 
negress with smallpox, desirous of visiting her 
kin folks in Chicago; she, being in full splendor 
of the eruptive stage of the disease and know- 
ing full well that she would not be allowed to 
travel, carefully muffled her face in a shawl and 
rode all the way to the big city undiscovered 
and then would have escaped in triumph, had 
not the playful wind from which Chicago some- 
times takes its name, blown the shaw] away from 
her face and she was apprehended and sent to 
the hospital for contagious diseases. 

Ii: is a significant fact that of the five com- 
municable diseases enumerated in Section one of 
the Code four have largely disappeared in this 
country and the fifth, smallpox. is on the wane. 

The railways are forbidden by Section 8 of 
the Code to transport leprosy cases unless a per- 
mit to travel has been issued by the Surgeon 
General and the State Boards of Health in which 
the case resides and to which it wishes to go 
and then only under the specified conditions of 
isolation and other restrictions devised to pre- 
vent the spread of the disease. It is to be re- 
gretted that the old law has been abolished re- 
quiring lepers to ery out “unclean, unclean.” 
Would that it could be revived and extended 
to cover cases of social disease. 

Whereas the railways are forbidden to trans- 
port five of the communicable diseases a dozen 
others, as diphtheria, measles, scarlet fever, etc. 
are allowed transportation under isolation in a 
separate compartment and the attendance of a 
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nurse, who shall restrict communication with the 
patient, disinfect all dishes and utensils used, 
burn sputum and nasal discharges after receiv- 
ing same in suitable container and, in case of 
typhoid, attend to disinfection of the discharges 
from the renal and intestinal emunctories. 
The Code further permits the railway to carry 
isolated communicable disease patients under 
declaration of an emergency, in which it is 
deemed necessary for the purpose of saving life. 
All coaches occupied by communicable disease 
patients are treated as infected premises and 
rigorously disinfected before again being used. 
In conclusion attention is called to the fact 
that the railways are taking a keen interest in 
Sanitation, which is fostered by the interest of 
the employees and directed by the Medical and 
Surgical Section of the American Railway Asso- 
ciation and by committees formed from that asso- 
ciation and the American Railway Engineering 
Association. A strong cooperative interest exists 
between Governmental, State and Railway sani- 
tarians and it is this interest which makes for 
the progress being achieved at the present time. 


DISCUSSION 


Dr. A. L. Mann, Elgin: The paper was very good, 
but the unfortunate part about it, if it only appear in 
the State medical literature the laity will miss it. I 
don’t know how you are to get it into publication unless 
some action is taken whereby it can be republished. 

Dr. Frank Wieland, Chicago: I would like to ask 
the doctor how often the drinking water tanks are 
washed out and sterilized. The reason I ask, I recently 
had a drawing room from Chicago to New York, on 
another road, and I thought the water was not pure. 
I did not know whether the ice came in contact with 
the water or not. 

Dr. H. W. Smith, Roodhouse: Dr. Beach made a 
statement in regard to decreasing cases of typhoid 
fever. I practice medicine in a town of 3,000 and 
naturally a great deal of my practice was in the coun- 
try. Twenty-five years ago I had 15 to 40 cases every 
fall, but I haven’t treated a case of typhoid fever now 
since a year ago last November. 

I can’t see that the sanitary conditions are very much 
improved so far as the outside wells and toilets are 
concerned in the country. They haven’t made such 
improvement in the water supply, but what has brought 
about this wonderful change in typhoid fever, they 
have screened out the flies. If you took dinner in the 
country 25 or 30 years ago there was a fellow stand- 
ing there with a peach tree limb brushing the flies from 
the table. 

T find yet in the country, well-to-do farmers, versed 
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in taking care of valuable stock, who are careless of 
their own drinking supply water. 

Myself and fellow practitioners in this community 
have endeavored to correct this condition and have 
made some improvement, but much is to be done yet. 

Dr. J. J. McShane, State Department of Health, 
Springfield: The reason I rise to discuss this paper 
is that Dr. Mann made the suggestion that Dr. Beach’s 
paper be printed so the laity may have access to the 
same. 

We do not permit persons with certain communicable 
diseases at the present time to travel, except by au- 
thority of the Illinois Department of Public HeaJth and 
on permission of the local health authorities of the 
jurisdiction from which and to which removal is de- 
sired. All authorized removals shall be effected by 
private conveyance and under the personal direction of 
a physician or medical health officer who shall exercise 
extreme care to prevent the spread of the disease, in- 
cluding disinfection of conveyance. 

The Standard Railway Code permits persons with 
certain communicable diseases to travel by train, pro- 
viding they comply with the rules of the Railway Code 
and rules of the State Department of Health relative 
to interstate travel. 

Dr. Beach (closing discussion on his paper): The 
question has been asked as to how often water coolers 
are cleaned. I will say that Section 14 of the Stan- 
dard Railway Sanitary Code directs that such tanks be 
cleaned every week and drained, cleaned and disinfected 
once each month. Streaming steam was used consid- 
erably but has of late been largely discontinued owing 
to the criticism that it was doubtful as to whether the 
steam in contact with the cold galvanized iron or block 
tin tanks exerted any great disinfecting effect. We are 
depending more upon thorough mechanical scrubbing 
and flushing with boiling water. 

I wish to say that copies of the Standard Railway 
Sanitary Code can be readily obtained by any of you 
who are interested in its contents. 

The preventive medical man of today must be a 
patient, persistent, hard-working chap who will not 
become discouraged by repeated rebuffs. Remember 
that you have the technical knowledge and must impart 
it to the man whom you wish to convert in the language 
which he will understand. This takes patience, re- 
iteration and smiling persistence. Do not make any 
statements which you cannot prove and make each such 
statement at least three times, using different lan- 
guage every time—one of these ought to “take.” 

I trust that no one will leave this convocation with 
the idea that the railroads are not doing their bit on 
sanitation, the great trouble is to get them all to “do 
their bit.” I have the good fortune to be connected 
with a road which is keenly alive to the necessity and 
benefits of sanitary supervision, the Illinois Central 
having maintained a Sanitary Department since 1911, 
the Chief Surgeon being zealous in the line of pre- 
ventive medicine. Some other roads do the same thing 
and it is to be hoped that in the near future all the 
railroads will be active in the performance of sanitary 
work. 
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FURTHER EXPERIENCES WITH DILUTE 
ALCOHOL NERVE BLOCKING ANES- 
THESIA IN TONSILLECTOMY* 


Ropert SONNENSCHEIN, M. D., 
CHICAGO 


At the meeting of the American Laryngo- 
logical, Rhinological and Otological Society at 
Atlantic City, May 10, 1923, I read a paper 
entitled “Alcohol Injections as a Possible Ad- 
junct to Tonsillectomy under Local Anesthesia.” 
We take the liberty of quoting sections of this 
paper and of giving the results of the further use 
of the method therein outlined. 


The writer has always favored the use of a local 
anesthetic in tonsillectomies wherever it could possibly 
be used. Its advantage over general anesthesia seems 
to lie in several facts. First, there is either no nausea 
or if any, much less than with general anesthesia. Sec- 
ondly, there is the avoidance of aspiration pneumonia. 
Third, the time of operation is usually considerably 
shortened as compared with a general anesthetic, par- 
ticularly in adults. Fourth, there is usually less im- 
mediate discomfort in that the patient can take ice, 
fluids, etc, etc., shortly after the operation whereas with 
ether it is necessary to deprive the patient of these 
things for a considerable length of time. Fifth, there 
is the avoidance of the ill effect that ether or chloro- 
form may have upon the general system, such as car- 
diac depression, nephritis or the induction of a coma 
in diabetes. Sixth, the swallowing of blood and the 
consequent vomiting are usually eliminated in that 
the patient is able under local anesthesia to expectorate 
the blood that accumulates in the throat. 

We have employed local anesthesia in tonsillectomies 
for many years in practically all cases above the ages 
of fourteen or fifteen unless the individual was too ap- 
prehensive of the operation or the pharyngeal reflex 
uncontrollably active. No hypodermic was given be- 
fore the operation unless the individual needed a seda- 
tive very much. We have often noted that when mor- 
phin was used, the patient was nauseated thereby and 
was likely to vomit while being anesthetized or during 
the operation. 

During the past year, we have entirely omitted 
the use of any morphin or other sedative before 
the operation. Usually the patient is allowed to 
have a cup of strong hot coffee but no other 
preparation is made. 

Jlistory of Technique: In 1909 Yankauer de- 
scribed a most excellent method of producing 
local anesthesia for tonsillectomy by blocking the 
posterior palatine nerves at their emergence 
from the posterior palatine foramina. He states: 


The tonsils are supplied by the circumtonsillar plexus 


_ “Read at the annual meeting of the Illinois State Medical 
Society, at Springfield, May 7, 1924. 
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derived below. from the tonsillar branches of the 
glossopharyngeal, and above from the middle and pos- 
terior palatine nerves. The glossopharyngeal is the 
smallest of the cranial nerves and its tonsillar branches 
are small; it is, moreover, a nerve of special sense 
rather than a nerve of general sensation, and its ton- 
sillar branches may for practical purposes be neg- 
lected. The middle and posterior palatine nerves are 
derived from Meckel’s ganglion of the fifth nerve, 
which is the principal nerve of sensation for the en- 
tire head. These nerves leave the sphenopalatine fossa 
through the accessory posterior palatine foramina, two 
small openings in the posterior part of the hard palate 
at the junction of the alveolar process with the hori- 
zontal part of the bone. These two nerves supply not 
only the tonsil but the lateral pharyngeal wall. The two 
openings are very close together, but their location is 
not marked by any special landmark on the surface of 
the mucosa of the mouth so that the point for injec- 
tion must be determined by arbitrary measures. There 
are two methods: first, if the last upper molar tooth is 
present, begin at the posterior end of the margin of 
the gum of the last molar tooth and measure upward 
one centimeter—that is, at right angles to the free 
border of the teeth, and then one centimeter back- 
ward. Second, if the last molar tooth is absent, we 
first determine the location of the tip of the hamular 
process by placing the finger upon the soft palate; the 
process can be distinctly felt as a sharp point of bone. 
The writer tried this method a few times and 
then for one reason or another discontinued it 
until papers by John A. Thompson appeared in 
1917 and 1920. He states that the “anterior sur- 
face of the tonsils is supplied with sensation by 
the posterior palatine nerve, a branch of the 
spheno-palatine ganglion. It emerges with a 
small artery from a separate opening immedi- 
ately behind the posterior palatine foramen. 
The glossopharyngeal nerve also sends branches 
to the tonsils.” Prof. Knower of the University 
of Cincinnati collaborated with Thompson and 
made sections of the neck at the level of the 
lower third of the tonsil showing the relation of 
the glassopharyngeal vessels and the tonsils. 
The important structures which run through this 
region are surrounded by a loose connective tissue 
which is continuous from the pharyngeal wall outward 
and back in front of the deep prevertebral fascia, to 
surround the carotids, hypoglossus, superior sympa- 
thetic ganglion and plexus, vagus and glossopharyn- 
geal nerves. In blocking nerves, it is not necessary to 
inject the nerve itself, since surface contact is all 
that is needed. The connective tissue noted by Knower 
permits us to surround the glossopharyngeal nerve 
with anesthetic solutions without any danger of injur- 
ing the other important structures mentioned. The 
injection can be made between the tonsils and the an- 
terior pillar, penetrating the constrictor muscles and 
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pharyngeal fascia. A better route is external to the 
anterior pillar at the junction of the upper and middle 
third of the tonsil. At this point there is only mucous 
membrane to pierce and there is no danger of passing 
the needle through a deep tonsillar crypt as in the frst 
method and of carrying infection into other tissues 
with serious results. At this level, the nerve trunk is 
three-quarters of an inch from the surface. 


This plan we adopted with most excellent 


“results and it has usually given us perfect an- 


esthesia and as little bleeding as any other 
method we have ever attempted. We believe that 
the operative technique and bleeding are relative 
matters. Whether a sharp instrument, a dull ring 
or any other appliance is used, some cases bleed 
greatly, and others very little. This seems to 
depend upon several factors, such as the ana- 
tomic peculiarities of the parts, like the presence 
of rather large veins in unusual places, etc., the 
direction in which vessels are severed, the clot- 
ting time of the individual, the depth in the 
tissues to which an incision is carried, etc. 
Because of its toxicity, the writer has never 
used corain, even in weakest concentration, for 
submucous injections in the nose or throat. In 
nasal operations we have applied it topically in 
the form of flakes or ten per cent. solution to- 
gether with adrenalin chloride. In_tonsillec- 
tomies it was formerly used by us in very ap- 
prehensive patients or those with very marked 
pharyngeal reflex by simply applying a small 
amount on a swab to the mucosa of the pillars, 
the palate and the posterior pharyngeal wall, 
before injecting the apothesine or novocain, etc. 
During the past year, we have entirely discarded 
the use of cocaine for any application whatso- 
ever in the throat preliminary to or during opera- 
tion. In April, 1923, Dr. Ellison L. Ross read 
a paper before the Chicago Laryngological and 
Otological Society in which he showed that co- 
cain, even when applied locally, sensitizes the 
individual to adrenalin so that the blood pressure 
rises greatly when the latter is injected. This 
synergistic action produces an increase which is 
much greater than the combined increase of 
blood pressure produced by cocain or adrenalin 
used separately. In view of this, caution should 
be observed in our anaesthesia routine. Dr. Ross 
stated that if adrenalin be first used, and then a 
pause of five or ten minutes made until the blood 
pressure effect has disappeared, the application 
of cocaine will not result in the greatly increased 
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blood pressure noted where cocaine is first ap- 
plied. 

Considering the good results reported by neu- 
rologists and surgeons in producing at least 
temporary relief from pain in cases of neuralgia 
by injecting with alcohol the nerves or their im- 
mediate vicinity, it was deemed worthy of a trial 
in tonsillectomy. This procedure was contem- 
plated, not so much for procuring perfect anes- 
thesia during the operation, since we already 
had that by means of nerve blocking with apo- 
thesin and novocain, the technique of which we 
have described, but it was directed towards 
reducing or rather mitigating the very painful 
condition usually present for a number of days 
after the operation. There being no reference in 
the literature to guide us, the research depart- 
ment of Parke, Davis & Co. assured us that no 
chemical antagonism existed either between apo- 
thesin or adrenalin or alcohol. Soon after the 
outbreak of the war, we began using apothesine 
which was then first introduced by that firm; and 
we have used it in many hundreds of cases with 
very satisfactory results, that is with regard to 
the good anesthesia produced and the absence of 
untoward symptoms except a slight cyanosis on 
rare occasions noted shortly after the injection. 

With reference to the effect of alcohol on the 
tissues, Otto May, after quoting Schlosser, Fink- 
elnberg and others concludes that 

1. Alcohol injected near the trunk of a peripheral 
nerve produces more or less complete necrosis at the 
point of injection. 

2. This change is not ascending; the nerve above 
the place of injection remaining normal. The cells of 
origin (garglion) may show some chromatolysis but 
no actua] permanent injury. 

3. The conditions produced by the injections are 
more favorable to regeneration than, nerve sections 
without suture. The anatomic continuity of the nerve 
trunks favors rapid regeneration although this may be 


somewhat retarded by the fibrosis which occurs to a 
greater or less extent in all alcohol injections. 


If alcohol was placed merely around the 
nerve, its effect, although marked, was transitory : 
the nerve quickly recovered its function (Quoted 


by G. Sluder). Probably the effect on the other 
tissues is also a local necrosis followed by a 
fibrosis. As to the systemic effect of alcohol, 
most pharmacologists agree that even in small 
doses the action on the central nervous system 
is quite pronounced. It gives rise to a feeling 
of well being as the individual becomes more 
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self confident and less shy. Large amounts blunt 
the sensations. With reference to its action on 
the circulatory system, small doses of alcohol 
slightly accelerate the pulse and stimulate the 
heart. The vessels are not much affected 
although there is peripheral vasodilatation. The 
blood pressure usually rises somewhat. 

Technique: Various concentrations of alcoho] 
were used by us, from 25 to 95 per cent. but it 
was found ultimately that from 25 to 33 per 
cent. apparently served best in giving the good 
effect without any marked reaction. During the 
past year we have used a technique which varies 
slightly from that mentioned in the original 
report. The patient is given nothing whatsoever 
except, as previously mentioned, a cup of strong 
hot coffee. No morphin or other sedative is ad- 
ministered, and no cocain whatsoever is applied 
to the throat. For injection purposes a metal or 
a glass syringe of from two to four centimeters 
capacity with a straight needle of about 21 gauge 
is used. To 15 c.c. of a one-half per cent. novo- 
cain or apothesin solution, (whichever happens 
to be at hand) are added six drops of a one to one 
thousand adrenalin chloride solution. Then 
enough 95 per cent. alcohol is added to give a 
concentration of from 25 to 33 per cent. Lately 
we have omitted the adrenalin. 

N.B. We found, however, in a few cases that 
the injection of the posterior palatine nerve in- 
volved also the motor supply of the soft palate 
and there was then three or four weeks of con- 
siderable paresis of the palate which was very 
uncomfortable and disconcerting to the patient. 
For that resason, we have modified the technique 
by injecting only the anesthetic solution as de- 
scribed above, about one-half to one c.c. in the 
region of each posterior palatine nerve internal 
to the last upper molar tooth. Then the alcohol 
is added to the remainder of the anesthetic solu- 
tion and from four to six c.c. itijected external 
to each tonsil into the areolar tissue at the level 
of the junction of the upper and middle third of 
the tonsils; a smaller amount, about one-half to 
one c.c. on the level with the lower third of the 
tonsils, but entirely external to it. A pause of 
4 to 5 minutes is then made. Dissection with 
knife and snare was done in practically all of 
these operations which now number about 175 
private cases and a very considerable number of 
ward cases. 

Results Obtained. The anesthesia obtained by 
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the method outlined was very good. As previ- 
ously stated, excellent results had already been 
obtained by the use of apothesine and novocain 
alone. However, our main purpose was to en- 
deavor not only to have a good anesthesia during 
the operation but to have less post-operative pain 
the first two or three days. The advantages 
which we see from the addition of alcohol to the 
anesthetic solution are several. First, there was 
practically no toxic effort produced from the an- 
esthetic. This may possibly be due to the fact 
that less anesthetic solution was used than other- 
wise would have been the case; one-quarter to 
one-third of the fluid injected consisting of 
alcohol. There was practically no syncope noted. 
The class of patients which the writer has to 
eperate on included many very excitable and 
apprehensive individuals who ordinarily cause a 
surgeon much trouble in that they become very 
“nervous” or often “faint” or threaten to do so 
during the course of the operation itself. Since 
using the alcohol, however, we have no trouble 
from this source. Apparently there has seemed 
to be considerably less post-operative bleeding ; 
hemorrhage is, however, a relative matter and 
does not seem to depend upon the method of op- 
eration but upon other factors previously men- 
tioned. Fourth. During the first 24 to 72 hours, 
most of the patients seemed to have less discom- 
fort than is usually observed. There were a few 
who complained very bitterly and others who had 
practically no pain at all. Reaction to pain is of 
course a relative matter depending upon the 
temperament of the individual. 

In order to have a more nearly objective illus- 
tration of the effect of the alcohol injections, we 
took a series of consecutive and unselected cases, 
25 in number, in whom the anesthetic solution 
only was injected into the right posterior palatine 
and the region of the right glossopharyngeal 
nerve, while alcohol was added to the solution 
injected into the 9th nerve on the left side. The 
patients did not know that there was any dif- 
ference in the solution which was used on the 
two sides. These individuals were then asked 
one to several days after the operation whether 
there was any difference in discomfort between 
the two sides of the throat. Of the 25 patients, 
one stated that he had more pain on the side on 
which alcohol had been injected, one had very 
little pain on either side, one was very indefinite 
in her observation and the other 22 stated that 
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they had much less pain and discomfort on the 
side on which the alcohol had been used; in fact, 
a few said they had had absolutely no distress 
on the alcoholized side. 

Therefore we feel that the addition of the 
alcohol to the anesthetic fluid presents a num- 
ber of advantages, but we wish also to state the 
unpleasant features or disadvantages which we 
noted. In the first place, there was more pain 
at the time the injection was made when the al- 
cohol was present in the anesthetic fluid than 
when it was not, but this pain lasts only for a 
very short time. After both sides have been in- 
jected it is our policy to wait from four to five 
minutes before beginning the operation and dur- 
ing this period the pain entirely disappears. 
Again there is the possibility of impaired mob- 
ility of the soft palate if any of the alcoholic solu- 
tion is used in the region of the posterior palatine 
nerve. For this reason we have adopted the tech- 
nique as above outlined of omitting the alcohol 
from the anesthetic solution as far as the posterior 
palatine nerves are concerned, injecting only into 
the region of the glossopharyngeal plexus with 
aleohol. In those cases, however, where there was 
a paresis of the soft palate following the use of 
alcohol in our earlier cases, the impaired mobility 
disappeared after three of four weeks. Let me 
state, however, and I believe that this will be 
corroborated by other operators who use only 
novocain or apothesine in nerve blocking that 
occasionally impaired motility of the soft palate 
las occurred for a short time, so that the alco- 
hol alone cannot always be held responsible for 
it, although it is best omitted. 

Conclusions: Local anesthesia in tonsillec- 
tomy seems to us preferable to general anesthesia 
in that it causes less nausea, less vomiting and 
less post operative discomfort. The operation is 
usually shorter than with a general anesthetic, 
and there is practically no danger of aspiration 
pneumonia. Furthermore, the systemic effects 
of ether, chloroform, etc., such as nephritis, car- 
diac depression and the induction of coma in di- 
abetes are avoided. 

The addition of alcohol to the anesthetic fluid 
seems to offer great advantages in that there is 
less toxicity, less syncope and less postoperative 
discomfort and bleeding, which we believe far 
outweigh the transitory unpleasant symptoms, 
such as the sharp pain at the time of injection, 
or the possibility of temporary interference with 








the mobility of the soft palate. Where the alco- 
hol is omitted from that portion of the solution 
injected in the region of the posterior palatine 
nerve and added only to that which is used in the 
region of the glossopharyngeal plexus, all the ben- 
eficial effects are obtained without any interfer- 
ence with the soft palate. 

Since the reading of the original paper, our 
experience with this method has been considerably 
broadened and we feel that with the slight modi- 
fication which we have introduced, our results 
have been most satisfactory indeed. 
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29 East Madison Street. 
DISCUSSION 


DR. HARRY KAHN, Chicago Dr. Sonnenschein’s 
paper covered the subject so well that there is hardly 
any room for discussion. I have seen him do twenty- 
five or thirty, I think, I don’t know how many of these 
cases, and I have done a few myself and I have 
watched these cases rather carefully. 

His method seems to take in the ideal local anes- 
thetic. That is, that it should be non-toxic. It should 
give no reaction per se from the injection. It should 
have no aftereffects. And that it should cause a good 
analgesia of the parts affected. 

Now these things have occurred, and, furthermore, 
I think in this method we have, in addition, a secon- 
dary analgesia in the tonsillar fossa, with less symp- 
toms afterwards. 

In the method I have been using up to this time, it 
has been the injection of 2 per cent. of apothesin, to 
which 10 drops of adrenalin has been added to 4 drams 
of 15 c.c., and I have injected the pillars; on the sec- 
ond day or the day after the operation, I have always 
had a very profound pain. I think that has been the 
experience of most men in local anesthesia. 

With Dr. Sonnenschein’s method, we find this does 
not occur, but there seems to be a straight healing and 
a more comfortable feeling and not so much discom- 
fort 

So that I think the method, as I have seen it used, 
and I have used it a few times, is the ideal thing to 
have in tonsillectomy. This is like the writing of 


books. There is no end. There is always something 
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new. Somebody always has something else. Probably 
next year somebody will have another method. But 
this year I think this will be the fashion, and -espe- 
cially since we have the alcohol, I think with Dr. Son- 
nenschein’s great number of cases, it is the little dose 
of “booze” that he gave them, and, if the prohibition 
agent doesn’t get him, I think he will get along and 
have a tremendous tonsil practice. I am opening a 
competition shop, and I hope to steal the drippings 
from Sonnenschein’s anesthesia methods. 





IMPORTANCE OF EARLY TREATMENT 
OF EPITHELIOMA ABOUT THE ORBIT* 


M. F. Eneman, M. D. 
AND 
J. S. Kimproven, M. D. 
ST. LOUIS, MO. 


Any one having the opportunity of observing 
a large number of cases of cancer of the skin, 
such as occur in a clinic like that of the Barnard 
Free Skin and Cancer Hospital, will be struck 
with the relative frequency and insidiousness of 
cancer of the orbit. This paper is therefore writ- 
ten to call attention to this fact. 

A large majority of the epitheliomata of this 
region are of the basal cell variety, that is, they 
are composed of cells having the appearance of 
those which occur in the basal layer of the rete 
Malpighii and may be due to cell rests from in- 
folding during embryonic life as Bowman has sv 
beautifully demonstrated. This type of cancer 
does not metastasize like those composed of cells 
of the prickle cell variety. 

We cannot give statistical data in relation to 
the microscopical findings in the cases included 
in this report, as it is not our custom, in the 
Barnard Free Skin and Cancer Hospital, to ex- 
cise a section for microscopical diagnosis in such 
cases. Such a procedure is considered, by the 
best authorities, to be dangerous, for fear of 
opening a vessel to the cancer process or the stim- 
ulation of its growth. All operations for cancer, 
unless very thoroughly performed, cutting wide 
of the cancerous area, or unless a cautery knife 
be used, may open up lymphatic and blood chan- 
nels for local metastasis. Any operative proce- 
dure whether it be done with the knife, cautery, 
or with the knife-cautery, acid, radio therapy, or 
no matter what the agent used, unless it thor- 
oughly eradicates all the cancerous tissue will 


*From the Dermatological Department of the Barnard Free 
Skin & Cancer Hospital. 
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prove an irritant and stimulant to those cells re- 
maining. Therefore, statistics as to the micro- 
scopical nature of cancer of the skin is very in- 
teresting to obtain but dangerous to the patient. 








Fig. 1. 
\, B, C—Basal celled cancer in various stages of 
development. Cases 1, 2 and 3. 


However, an experienced eye can generally de- 
tect basal-celled cancer and differentiate them 
trom the more virulent prickle or squamous cel! 
variety. 

In no portion of the face is the basal cell can- 
cer more dangerous than about the orbit. 

Rapid local extension is the rule after growth 
has begun to crust or ulcerate, and when this oc- 
curs extension to the orbital cavity usually fol- 
lows rapidly. This unfortunate event most fre- 
quently occurs about the inner and outer canthi. 
In our clinical experience we have often noticed 
how rapidly these growths extend to either can- 
thus even though situated two or three centimet- 
ers away, probably due to the anatomical situa- 
tion of the lesions in regard to the lymph drain 
in this region. The cells of the tumors so situa- 
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ted reach the lymphatic drain and are propelled 
by the inward flow of lymph toward the canthi, 
where they rapidly increase in size through pro- 
liferation of their cells and land in and near the 
canthi with a greatly accelerated and increased 
stimulus of growth. 
Ulceration and extension, in this region more 
than any other, are increased or stimulated by the 
application of irritants such as those recommen- 
ded by friends and relatives of the patient or by 
ignorant physicians or quack doctors. It is ex- 
tremely rare, in dispensary and even in private 
practise, to observe the very early or initial ap- 
pearance of these growths about the orbit. When 
these patients appear for consultation, the dis- 
ease is usually advanced, generally due to the ir- 
ritating effects of various remedies that have been | 
recommended to the patient as above mentioned.| 
In this region, as in all others affected with can- 
cer, the fundamental law holds, that inadequate 





Fig. 2. 


A, B, C—Basal celled cancer (Rodent Nodule) 
about the eve. Cases 4, 6 and 8. 


salves and pastes, inadequate cauterization, inade- 
quate surgical procedures, or inadequate x-ray or 
radium therapy, merely increases the growth and 
malignancy of the cancer cells. 

No treatment is indicated in cancer unless it 
be of sufficient intensity or thoroughness to des- 
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troy all of the cells composing the growth, which , 


is obviously far less destructive and deforming 
when the growth is first seen by the patient than 











Fig. 3. 
A—Advanced basal celled cancer of lid and orbit. 
B—Enucleation of eye and apparent cure by 
radium. 5 


Case 5. 
after it has been irritated and extended by in- 
adequate or quackish therapy. 

When basal cell cancer once reaches the region 
in or about either of the canthi or conjunctiva, 
the inner or outer wall of the orbital cavity, 
whichever it may be, is always invaded. When 
this occurs the ultimate cure of the condition is 
very seldom accomplished without the complete 








Fig. 4. 
A—Basal-celled cancer of upper lid. 
B—Cured by radium. Case 7. 


enucleation of the eye, owing to the fact that mar- 
ginal proliferation of the process extends more 
rapidly in the tissue of the regions of the canthi 
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than it does upon the skin, due, no doubt, to the 
succulent open lymph drains of the part. 
Frequently the degree of involvement along 
the wall of the orbit cannot be discerned from 
the clinical appearance about the external sur- 
face of the skin or in the region of the canthi. 
The examining finger can, however, frequently 
detect marked infiltration and induration upon 
the wall of the orbit by deep palpation of the re- 
gion affected, when such involvement has occur- 





Fig. 5. 
C—Types of basal-celled cancer of lids. 
Cases 9, 11 and 13. 


ay Be, 


red, in which instance enucleation of the eye be- 
comes an unfortunate necessity. 

In the treatment of those cases where the cancer- 
ous process had burrowed and hidden itself along 
the outer or inner wall of the orbit, we have re- 
peatedly tried to reach it and destroy it by bury- 
ing tubes of radium in this region without, how- 
ever, very encouraging results. In an attempt to 
save the eye in some of these cases, the actual 
cautery has been used, in several instances, to 
bore holes deep into the tissues about this region 
to act as a bed for the reception of a 25 milligram 
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tube of radium, allowing the radium to rest in 
this bed a sufficient number of milligram hours 
to destroy the growth. This procedure, however, 








Fig. 6. 
A—Large rodent nodule near left eye. 
B—After radium treatment. Case 10. 


has only ima relatively few instances produced 
encouraging results, and, it has in most cases, 
where such involvement has occurred, been ul- 
timately necessary to clean out the orbital cavity. 





Fig. 7. 
A—Dangerous basal-celled cancer of lower lid. 
B—Apparent cure by radium. Case 12. 


For comparative statistical study we have gone 
over the records, of the Barnard Free Skin and 
Cancer Hospital for the last fifteen years to study 
the relative frequency of cancer about the orbit, 
with the following statistical results: Out of a 
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total number of 3,172 cancer cases entering the 
hospital from 1905 to January 1921, 980 or 
34.69% of them were of the face; of the 980 
cancers of the face 10% occurred about the eye, 
that is, upon the upper or lower lids, or about th¢ 
inner er outer canthus, or near the eye upon the 
temple. It is curious to note that out of 67 casés 
of cancer of the temple 16 or 23.8% finally in- 
vaded the orbit. It is also of interest to note that 
of the 95 occurring about the eye their location 
was as follows: 


Right upper lid............ Tor 7.3% 
Left upper lid......... iis. Teor 73% 
Left lower lid......<*. 4.3 "18 or 18.9% 
Right lower lid............ 21 or 22.1% 
Right inner canthus........ 12 or 12.6% 
Left inner canthus......... 12 or 12.6% 
Right outer canthus........ 8 or 8.4% 
Left outer canthus......... 4or 42% 
te feces. foe ed 3 or 3.1% 
RE Wid paca aaeexsee us 3 or 3.1% 


Of the 980 cancers occurring about the orbit 
their relative frequency of location was as 


follows: 
PINE ci iss cncicnnnseetsie 38 or 3.8% 
BOE avs sndrunmmboenhiawes 68 or 6.8% 
RE er ee 268 or 26.9% 
i Re Cae Hern eane ee 117 or 11.9% 
Fe ea re Sees 392 or 40 % 
ee een ree 95 or 9.6% 
Multiple cancer of face..... Zor .71% 


The figures given differ somewhat from others 
in that the percentage of face cancer is consider- 
ably higher. Broder for instance, compiling sta- 
tistics upon a similar subject at the Mayo Clinic, 
gives the following percentage in similar loca- 
tions: 


, | ee Pree 
EE a wai og ihn eke a wears 4.85% 
lO POs renee i 8.71% 
Upper and lower lids............. 20.52% 
SRE (otic oanias 2.4 edie hehe ei eee 19.02% 
SEN itis 6 <kan 2 «kde tkbanee 2.98% 
lb,” SEE Pane ES, “ch eae 23.5% 
DE Mite c ks ciescanasasknawnl 1.11% 
ROY ee tee a ae a alee aren iee 1.49% 


In illustrating the point to be emphasized in 
this paper; namely, the danger of cancer about 
the orbit, we submit photographs and brief histor- 
ies of a few illustrative cases from the records 
of the Barnard Free Skin and Cancer Hospital. 

Case 1, (O. R.) Aged 46. Male. 


Present condition began about two years ago as a 
small tumor under skin of left upper lid. Tumor mass 
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seemed to involve the whole of the upper lid until a 
few months ago when the general rapid extension be- 
gan. Upon first consultation, the middle and inner 
parts of the upper and lower lid were ulcerated with 








Fig. 8. 
A—Basal-celled cancer near inner canthus. 
B—Cure by radium. Case 14. 


marked involvement of the eye and inner wall of the 
orbit. The eye was enucleated and showed a marked 
involvement of all of that region. (Surgery.) Im- 
possible to remove all of the tumor. 

Case 2. (J. B.) Aged 70. Male. 

Began as a roughening of the right side of the 
nose. The crust formed came off several times. It 
began to spread lately and at the present it involves 
the region under the eyelid and the conjunctiva. This 
case finally dropped out of sight but there was un- 
doubtedly involvement as in all cases of the conjunc- 
tiva and the inner canthus. Improved under radium 
treatment. 

Case 3. (A. R.) Aged 39. Male. 

This case is typical of the others, starting with an 
involvement of the lower lid, near the inner canthus, 
which soon formed an ulcer that extended rapidly 
outward. Paste was used upon it by some quack with 
rapid recurrence and involvement which eventually in- 
volved the eye and travelled inward from the inner and 
outer canthus, involving the conjunctiva of the eye- 
ball and the lids into a solid cancerous mass, necessi- 
tating the removal of the eye. 

Case 4. (E. G.) Aged 73. Female. 

It is curious in this case that the patient gives the 
history of the mother having had a similar condition 
in the same location which was treated with plaster. 
The patient’s trouble began as a small wart about eight 
or nine years ago, near the inner canthus of the left 
eye. When seen, the patient presented a small cherry 
sized tumor which had a peculiar raspberry appear- 
ance. 

Case 5. (M.M.) Aged 61. Female. 

Began on lower lid left side, 20 years ago. It 
seemed to disappear several times, and then reappear. 
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This was treated in usual way, until the eye and lids 
of that side became involved; cornea was clouded and 
there was an exuding tumor mass jutting out from the 
lower segment of the eye region which necessitated the 
removal of the eye. Patient seemed to have clinical 
cure and was under observation for a year or more. 
Surgery only. Discharged, apparently cured. 

Case 6. (W. P.) Aged 69. Female. 

About two years ago, disease began as small pimple 
near outer canthus of left eye, which recently has be- 
gun to grow larger and ulcerate. The outer canthus 
of the eye and the outer wall of the orbit is involved 
with a portion of the conjunctiva of the eye ball. 
The ulcer itself shows a hard rolled border. The base 
is necrotic. This was treated with x-ray with an im- 
provement of the outer portion of the growth. How- 
ever, 14 months after treatment, the lesions seemed to 
be symptomatically cured. 

Case 7. (E. W.) Aged 73. Male. 

This man has an epithelioma that began upon the 
upper lid of the right eye near the inner canthus, and 
showed some involvement of the conjunctiva with in- 
fection of the eye ball. He was treated with radium 
and clinically cured. 

Case 8. (J.G.) Aged 45. Male. 

Has a fistulous track which digs down through outer 
canthus of right eye, with a cancerous infiltration, 
along this track starting from a small lesion of the 
outer canthus. Under anesthesia, the fistulous track 
was excised and the eye-ball was enucleated and the 














Fig. 9. 
A—Basal-celled cancer of lower lid. 
B—After radium. Case 15. 


orbit cleaned out and cauterized. Later, there was a 
recurrence. 

Case 9. (W. E.) Aged 65. Male. 

Began about six months ago as style-like lesion. Ap- 
plied peroxide up to time of appearing at clinic. Be- 
gan to ulcerate three months ago. When he appeared 
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for treatment, he pfesented an ulcer from six to eight 
m.m. in length which has eroded % m.m. deep, involv- 
ing the margin of the lower lid and eye. Induration 
extends from outer canthus to within 6 m.m. of the 
inner canthus. It projects somewhat outward with 








Fig. 10. 
A—Typical rodent nodule near left eye. Another 
on nose. 
B—After radium treatment. Case 16. 


small involvement of the conjunctival surface. Growth 
was seemingly destroyed, except a small suspicious 
part, by radium last June. 

Case 10. (E. D.) Aged 67. Female. Duration 40 
years, 

This patient shows carcinoma on cheek but it was 
treated early enough by operation to prevent its exten- 
sion into the eye. Surgery and radium, cautery and 
x-ray. 

Case 11. (D. F.) Aged 63. Male. 

Fourteen years ago patient noticed small rough scab 
on right lower lid, near inner canthus, which could be 
picked off to recur. Various applications were applied 
on it that the laity use, especially farmers. Then he 
was given a paste by a neighbor. After application of 
paste, the lesion healed, but it recurred in two years. 
Then he was treated by a quack who guaranteed a 
cure, but again it recurred. He has had a varied medi- 
cal career with quacks and neighbors until he appeared 
in our clinic, September, 1916. At that time, at the 
inner canthus of the eye, involving the lower lid, was 
a deep ulcer at least 1 cm. in length. It has involved 
the tear duct and inner canthus and most of the lower 
lid with some involvement of the conjunctiva. It has 
also spread inward on to the nose. Involvement of the 
canthus and the inner wall of the orbit necessitated 
enucleation of the eye. (Surgery.) Discharged appar- 
ently cured. Adequate early treatment would have 
saved the eye. 
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Case 12. (C. R.) Aged 50. Male. 

Lesion began 7 years ago as a pimple on lower left 
lid near inner canthus. Lesion was burnt with acid 4 
years ago but recurred. The tumor mass, at patient’s 
appearance at clinic, involved the lower lid which is 
everted; conjunctiva is also involved. There is no 
evidence of involvement of the orbit. Patient was 
treated with radium and was reported apparently cured 
last visit in September. First application of radium 
was applied in November, 1919. (Radium.) Appar- 
ently cured. 

Case 13. (O. K.) Aged 54. Male. 

The lesion is situated 1 cm. distance from lower lid, 
elevated, with bleeding surface; is typical of basal- 
celled carcinoma with hard everted borders about 8 
mm. in diameter. Apparently cured with cautery. It 
is to be noted that in this case the disease began some 
distance from the margin of the lid, really at the low- 
ermost edge of the lid. Cautery-cured. No deform- 
ity. 

Case 14. (C. M.) Aged 53. Male. 

On the nose, about 8 mm. from the inner canthus of 
the left side is an epithelioma about 1 cm. in length, 
7 mm, in width, which was far enough away from 
the eye and had not been irritated by former treat- 
ments. Healed under application of radium. 

Case 15. (W.H.) Aged 55. Male. 

There began just below the margin of the lid but 
on the outer surface, a nodule, about 11 years ago; was 
not irritated by various applications and therefore had 








Fig. 11. 
A—Basal-celled cancer on lower lid. 
B—Cured by radium. Case 17. 


not approached the dangerous marginal surface of 
the lid and was symptomatically cured by radium. 
Case 16. (T. O.) Aged 65. Male. 
The patient presented two basal-celled cancers: one 
on the end of the nose which began 10 years ago and 
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did not decrease very rapidly in size in spite of nu- 
merous applications. It is 14x12 mm. in size with 
a raised border. Under the left eye, far enough away 
from the margin of the lip to be passably safe, is a 
basal-celled nodule mm. in diameter, which has ex- 
isted for 18 months. Both of these lesions were rap- 
idly cured with radium. 


Case 17. (J. M.) Aged 52. Male. 


This ulcer on the lower lid was not markedly in- 
filtrated but seemed to present some suspicious con- 








Fig. 12, 
A—Nodular type of basal-celled cancer of upper lid. 
B—Cured by radium. Case 18. 


dition along the inner portion of the conjunctiva. All 
the lesions were clinically cured with radium. 


Case 18. (J. H.) Aged 71. Male. 


About 18 years ago, while working in a bottle fac- 
tory, was struck on the eye-lid. The lesion healed, 
but six years afterward, he noticed a small lump which 
increased in size and has been in its present condi- 
tion for 1% years. It is situated on the left upper lid, 
occupying almost the whole surface and is a basal- 
celled type cancer. It is 2% cm. by 1% cm. in size, 
somewhat lobulated and nodular. This had not been 
irritated by various treatments and in the upper lid 
the lesions do not seem to have tendency to spread into 
the orbit as virulently as in the lower lid. This case 
was readily cured by radium. 

The purport of this communication is to illustrate 
the clinical appearances of these growths about the 
orbit, their early characteristics, their danger and the 
importance of proper and adequate treatment in their 
early growth and the extreme danger of ignorant and 
inadequate treatment. 

Wall Bidg. 
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THE SURGICAL TREATMENT OF ANGINA 
PECTORIS* 


FREDERICK CHRISTOPHER, M.D., F.A.C.S., 
Tunior Surgeon, Evanston Hospital; Assistant Attending Sur- 


geon, St. Luke’s Hospital, Chicago; Assistant in Sur- 
gery, University of illinois Medical School. 


WINNETKA, ILL. 


Rather than advocate the surgical treatment of 
angina pectoris, it is my purpose in this paper 
to lay before you what has been done in this 
field and permit you to judge for yourselves 
whether or not the operation should be advised 
for sufferers from angina pectoris and whether 
or not there is sufficient encouragement in the 
work already done to warrant further study and 
investigation. 

From the lofty heights of eminence disquiet- 
ing advice has been given us. Very recently Sir 
James Mackenzie’ has said, “I do not suppose 
there is a surgeon who would even pretend to 
understand the morbid conditions which give 
rise to the symptom complex called angina pec- 
toris. The knowledge of the functions of the 
vagus and the sympathetic which the surgeon 
cuts is so imperfect that neither he nor the physi- 
cian who advises him understands but a fraction 
of the functions of these nerves.” * * * “The 
employment of such drastic treatment as a sur- 
gical operation for a condition so little known 
does not redound to the credit of medicine.” 
Mackenzie believes that mere pain is in itself not 
a dangerous symptom and that it is a valuable 
indicator, to remove which in the present state 
of our knowledge is extremely ‘hazardous and 
bad practice. Unless the surgeon has a full 
knowledge of the function of the structures he 
cuts, there should be no operation. It is to be 
wondered if these sane and logical views of 
Mackenzie would be tempered were he a John 
Hunter, a Charcot, a Nothnagel, or a William 
Pepper, all of whom suffered from and died of 
angina pectoris; if he might not welcome an op- 
eration which offered even a fair hope of deliv- 
ering him from his subjective durance, even were 
that operation not perfectly understood. 

The relief of suffering, irrespective of efforts 
to cure, often commands the thought and effort 
of physicians and surgeons. It is frequently 
necessary to employ morphine to control attacks 
of excruciating pain even if we are unable to 
remedy the cause or even understand it. A step 


*Read before the North Shore Branch of the Chicago Medi- 
cal Society, Dec. 2, 1924. 
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further is the humane work of Dyas? who per- 
formed alcohol injections or nerve resections of 
the brachial plexus in incurable cases, such as 
sarcoma of the humerus, and carcinoma of the 
breast. An early operative mortality of 50 per 
cent did not deter patients from submitting to 
and physicians advising the removal of the Gas- 
serian ganglion in trigeminal neuralgia. 

Had no other case but Bacon’s* been reported, 
the propriety of the interest in the surgical treat- 
ment of some cases of angina pectoris would be 
vindicated. Bacon’s patient, “after weeks in bed 
was receiving the equivalent of 1/100 grain of 
nitroglycerin under his tongue, by a trained 
nurse, every fifteen minutes night and day 
whether sleeping or waking, from fifteen to 
twenty-five pearls of amyl-nitrate during the 
twenty-four hours; 2 grains of sodium nitrate 
and 14 grain of morphin every three hours. In 
spite of this heroic dosage, he suffered eight se- 
vere attacks in six hours, during which the fam- 
ily thought the patient was dying and had the 
last sacraments of the church administered. Mild 
seizures lasted about five minutes, while severe 
ones might last for thirty minutes and be fol- 
lowed by a second attack if the nitrite were 
withheld for more than 15 minutes.” During the 
attacks of crushing, agonizing pain the patient 
frequently got out of bed, lay prone on his face 
on the floor, giving vent to slow expiratory 
grunts. Bacon excised the left superior cervical 
ganglion under local anesthesia. Following this 
operation there was a complete relief from all 
severe symptoms. Five months after the oper- 
ation the patient had gained 26 pounds. He 
frequently slept six hours at a stretch and ate of 
everything. He often walked two to three miles 
without resting without discomfort. But per- 
haps this operation should never have been done 
because the exact mechanism of the relief was 
not understood ! 

To venture into a discussion of what ‘are the 
pathological anatomy and pathological physi- 
ology which explain the attacks of angina pec- 
toris requires temerity for a surgeon. The 
schools of thought in this matter may be grouped 
as follows: 


I. Angina pectoris associated with pathology 
of the heart and aorto. 


1. Sir Clifford Allbutt® and more recently 
Wenckebach* have placed the emphasis on disease 
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of the proximal aorta; angina pectoris being a 
sort of “aortalgia.” 

2. Embolism of the coronary arteries is the 
cause of a small percentage of the cases of an- 
gina pectoris. 

3. Sclerosis of the coronary arteries and vas- 
omotor spasm of the coronaries have been sug- 
gested to explain the anginal attacks but the evi- 
dence in favor of these hypotheses is far from 
perfect. 

4. Sir James Mackenzie stresses cardiac fail- 
ure and exhaustion. 


5. Professor Danielopolu of Bucharest* feels 
that angina is related to intoxication of the myo- 
cardium by fatigue products incompletely elimi- 
nated. 

Il. Angina pectoris unassociated with path- 

ology of the heart and aorta. 

On the other hand, angina pectoris may be 
divided from the therapeutic point of view into 
the three classes described by Sir Crifford All- 
butt® : 

1. The high pressure cases, which can often 
be relieved by reduction of arterial pressure. 

2. The syphilitic cases, which are many and 
are curable as a rule by specific treatment. 

3. The ordinary cases in elderly people, rem- 
edial by absolute rest—or operation. 

In such cases then where all other methods 
have failed and where-the life of the patient has 
become almost insufferable operation is to be 
thought of. 

At the outset it must be emphasized that the 
rationale of the surgical treatment of angina pec- 
toris is not to remedy the underlying pathology 
but to interrupt the painful afferent impulses be- 
tween their origin in the pathological tissues 
and the central nervous system. It is not impos- 
sible, however, that interruption of the patho- 
logical afferent impulses will protect the heart 
and blood vessels from the damaging effects of 
the efferent impulses thus excited (Danielo- 
polu*). 

By what route do these impulses travel? 
Again, a controversy is precipitated. It is more 
difficult to determine experimentally the afferent 
or centripetal nerves of viscera than the effer- 
ent or centrifugal ones. The latter may be stim- 
ulated and the peripheral response noted. There 
may be no way of noting response to stimulation 
of an afferent nerve. Moreover, the character of 
the stimulus may have a great deal to do with the 
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character of reaction in the central nervous sys- 
tem. Mackenzie’ remarks that “it would be as 
reasonable to investigate sight by cutting off the 
eyeball and stimulating the stump of the optic 
nerve as to investigate the function of an af- 
ferent nerve by cutting it and stimulating the 
stump.” He believes that there is practically 
nothing known of the afferent nerves of the heart. 


On the other hand, Wenckebach* maintains 
that it has been known for a long time that the 
depressor branch of the vagus is the principal 
afferent nerve of the proximal aorta. 

This nerve runs from its origin in the proxi- 
mal part of the aorta to its upper termination in 
a group of cells contained in the jugular ganglion 
of the vagal trunk. There are numerous com- 
munications between the depressor nerve and the 
branches of the cervical sympathetic system’, °, °, 
and these communications would account for 
afferent impulses from the aorta being conducted 
by sympathetic tracts as well as via the vagus 
to the spinal cord. Grossly, the depressor nerve 
originates in two roots; one from splitting off 
from the main trunk of the vagus and the other 
from the superior laryngeal nerve. The united 
strand runs free for a stretch and then enters the 
vagus. If the aortic wall be distended by high 
blood pressure this nerve will lower the blood 
pressure and relieve the strain on the aortic wall. 
If the depressor nerve be‘cut and the central end 
stimulated, blood pressure is lowered. The 
stimulus is passed centripetally to the medulla 
oblongata and excites vasodilatation and inhibits 
the vasomotor center and the accelerator nerve 
of the heart’®. As far as it has been possible to 
tell, the depressor nerve has its distribution con- 
fined to the proximal part of the aorta and has 
never been seen to extend to the heart*. The 
degressor nerve is in all probability the only 
sensory nerve of the aorta. Another effect of 
stimulating the depressor nerve is the slowing of 
respiration‘. 

As was noted above, fibers from the depressor 
nerve run to the cervical sympathetic, and in 
consequence the latter chain of ganglia constitute 
another point of attack of the afferent pathway. 
Resection of the cervical sympathetic for relief 
uf the pain in angina pectoris was first suggested 
by Francois Frank" in 1899 but was not at- 
tempted until 1916 when Professor Jonnesco of 
Bucharest successfully operated on a case. By 
this operation the afferent fibers from the cardio- 
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aortic plexus are interrupted in their route to the 
medullary and brain centers. 

Jonnesco and the other advocates of cervical 
sympathectomy removed the three cervical and 
first thoracic ganglions on one or both sides. The 
chief objection to this method is that in addition 
to interrupting the cardio-aortic sensory paths 
numerous other efferent and afferent pathways 
are interrupted. It is as if one were to cut 
through a cable to sever one strand of wire. In 
consequence of this, cervical sympathectomy con- 
stantly has certain undesired sequelae, as myosis, 
enophthalmos, increased lacrimal secretion, 
diminished intraocular tension, ete., and possibly 
oceasionally severe sensory changes (to be men- 
tioned below) a diminution in size of the homo- 
lateral cerebral hemisphere’’, etc. 


Other surgical procedures are to be mentioned, 
mere division of the cervical sympathetic trunk 
which obtained some good results in the hands 
of Coffey and Brown"'; Briining did a periarte- 
rial sympathectomy of the carotid’? with better- 
ment to the patient; and Danielopolu and 
Hristide** observed that anesthetization of the 
second and third left spinal nerves stopped at- 
tacks of angina pectoris, and proposed the resec- 
tion of the roots of the nerves corresponding to 
the pains in this condition, that is from the 
eighth cervical to the fourth dorsal. 

In carrying out the operation on the depres- 
sor nerve Borchard” tells us that the landmark 
is the superior laryngeal nerve which branches 
off of the vagus at about the level of the lobe of 
the ear. The incision is on the anterior border 
of the sternocleidomastoid and all pressure on the 
great vessels is to be avoided because of the likeli- 
hood of circulatory disturbances in the brain. 
The vagus and the superior laryngeal nerves 
should not be disturbed in order to avoid vomit- 
ing (vagus) and anesthesia of the larynx (N. 
laryn. sup.) which could lead to an aspiration 
;ymeumonia. The vessel sheath must be laid quite 
free in order to recognize the depressor fibres 
running from mediastinum to the vagus. If the 
depressor nerve is not found Kopsch advises cut- 
ting through the entire tissue of the prevertebral 
fascia and even total unilateral section of the 
vagus nerve has been recommended". 

Jonnesco™ has given us explicit directions as 
to the steps in the total resection of the cervico- 
thoracic ganglions. He uses the incision along 
the posterior border of the sternocleidomastoi« 
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and retracts the skin, sternomastoid, and neuro- 
vascular bundle aside exposing the sympathetic 
trunk resting on the vertebral plane. The in- 
cision at the anterior border of the sternomastoid 
has been more employed in this country. 

Henry** believes a better method of removing 
the cervico-dorsal sympathetic is to approach 
from behind by means of a resection of the second 
rib. 

Eppinger and Hofer’® have operated upon the 
depressor nerve in five cases; Wenckebach* be- 
lieves the operation has been done in 14 cases 
up to May of this year. In some of the cases, 
and particularly on the right side, a clearly dif- 
ferentiated depressor nerve could not be made 
out. But in every case where a definite depressor 
nerve could be found the pain disappeared at 
once on the side operated ou and the success was 
generally enduring. In one case after cessation 
of pain there was sudden death without obvious 
cause in ten days. There was death in another 
case because of injury to the superior larvngeal 
nerve. Perhaps one of the chief perils of this 
operation is the liability of injury to the superior 
laryngeal nerve which may cause an anesthesia 
of the larynx which in turn may lead to an aspira- 
tion pneumonia. In Borchard’s case’? in which 
hoth the depressor nerve and the sympathetic 
were sectioned the patient died on the 22nd day 
postoperative with a mental disturbance. 

Sénéque™ collected 18 cervical sympathectomies 
for angina pectoris and since then there have 
been at least nine more cases*®, ?*, 7°, 21, 2?, mak- 
ing 27 in all. The majority of these cases were 
successful in affording the patients marked relief 
of their symptoms. Five of these patients died 
in the days following the operation. Of these 
deaths, Reid’s®® is of especial interest. “For 
fourteen days after the operation the result was 
almost miraculous. The precordial distress and 
pain were entirely relieved. The cyanosis dis- 
appeared. The wound healed promptly. He had 
heen up and around the ward for five davs when 
without any pain or precordial distress he sud- 
denly died.” 

The immediate collateral results of Jonnesco’s 
operation® are (a) extreme diminution of the 
left palpebral fissure; (b) extreme diminution 
and fixity of the left pupil: (c) retrocession of 
the left eye in the orbit. These cause a facial 
asymmetry due to the sunken eyeball! and the con- 
tracted pupil. 

In Smith and McClure’s first case** there 
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was the curious complication of priapism after 
a left cervical sympathectomy, which operation 
had but partly mitigated the anginal attacks. A 
right sympathectomy was done two months after 
the first operation, and following this the 
priapism did not occur and the anginal attacks 
hecame much less frequent and less severe. 

In Reid and Friedlander’s first case® there 
was still a further unusual complication which 
was made the subject of a special report by Reid 
and Eckstein**. This patient developed pain that 
simulated trifacial neuralgia and there occurred 
marked sensory changes in the entire left half 
of the body from the head to the costal margin. 

Jonnesco has done cervical sympathectomy in 
over 200 cases and has not been able to discover 
any ill effects on the heart. 


CONCLUSIONS 


1. Though there is much lacking in our 
knowledge of the morbid anatomy and pathologi- 
cal physiology of angina pectoris, and though 
modus operandi of the surgical treatment of this 
disease is not well understood there has been 
more than ample encouragement in the work 
already done to warrant further trial and study 
of this form of treatment. 

2. The cases which should be submitted to 
operation are those which have neither high 
blood pressure nor syphilis and are elderly people 
whom rest has not benefitted (Allbutt’s class 3). 

3. The correct operation on theoretical 
grounds is section of the depressor nerve but this 
operation is both difficult and fraught with no 
little peril. 

4. The most practical and advisable operation 
is the complete removal of the three cervical and 
the first thoracic sympathetic ganglions after the 
method of Jonnesco. Operation on the left side 
only is to be done first and on the right side later 
if necessary. 
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DISCUSSION 


DR. ALLEN B. KANAVEL: In the first place we 
could not have had a better presentation, and a more 
sane, sensible suggestion for the surgical treatment of 
angina than Dr. Christopher has given. The surgery 
of the sympathetic nervous system opens a wide field 
and draws attention to the fact that such surgery is 
something that is of a great deal of importance in 
every branch of medicine. Anatomists, physiologists, 
internists and surgeons will be interested in the rela- 
tion of the surgical sympathetic lesions because of 
the fact that they know nothing of the afferent fibers. 
Whatever evidence there is that would suggest that 
possibly those fibers come up from the cardium, the 
relations of the anatomy of the nerves are poorly 
understood. In many cadavers it is almost impossible 
to find them. It is another thing in which anatomists 
should be interested and must be interested. The 
relation of the physiologist has already been dwelt 
upon and ithe relation of the medical case has been 
suggested by Dr. Christopher. 

When it comes to the surgical phase of the ques- 
tion, as you know I have had some considerable ex- 
perience with the removal of the cervical sympathetic. 
I have not yet seen any patient in whom I think there 
has been any ill effect upon the lung and heart from 
surgical sympathectomy. As to the ill effect mentioned 
by Dr. Christopher, they are surely little as compared 
with the terrible pain. That there is relief there can 
be no doubt. If this pain can be relieved, there is no 
doubt that this is the thing to do. There are cases 
reported in which cervical sympathectomy has been 
done and no relief obtained. It is certainly justified in 
certain cases. I would suggest that in giving a prog- 
nosis from cervical sympathectomy the dangerous 
symptoms should be mentioned. This operation should 
not be suggested in the mild types. On the other 
hand, in the severe types it is a procedure worthy of 
investigation and a fair proportion of the cases oper- 
ated upon have been relieved for some considerable 
period of time. 

As far as the operation is concerned, we have rea- 
sonable justification for the belief that cutting off the 
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afferent branch alone will not give as much relief as 
cutting the whole cervical sympathetic system. I be- 
lieve further investigation from an anatomic, physio- 
logic and surgical standpoint should be carried on in 
the cardiac branch rather than in the deep cervical 
sympathetic. That would avoid any permanent in- 
volvement of the eye though temporary involvement 
does occur. The operation can be done under local 
without any difficulty and without any danger to the 
patient. It is somewhat more difficult to find the pos- 
terior trunk than it is to locate the superior sympa- 
thetic. There can be no serious objection to the com- 
plete removal of the cervical sympathetic if it be 
found that removal is necessary to the health of the 
patient. It would seem to me at the present time in 
severe cases we are certainly justified in performing 
the operation. 





THE EYELASHES SIGN 
B. Lemcuen, M. D., 
CHICAGO 

While there are many signs that will differ- 
entiate the organic from the functional nervous 
diseases like the Babinski, Oppenheimer, Gordon 
and Chaddock’s, still such a simple sign as mine 
is worth reporting as nowadays there are so many 
accidents where it is imperative to tell whether 
or not we are dealing in comatose patients with 
organic or functional cases. The sign is simple. 
In comatose patients on touching the eyelashes 
in functional diseases like hysteria, catatonia and 
epilepsy there is a winking-like movement of the 
evelids—while in organic brain diseases like 
cerebral hemorrhage, severe trauma, unconscious- 
ness following convulsions in paresis and in one 
skull fracture that I have witnessed no such 
winking took place. 

Chicago State Hospital. 





SURGERY OF THE LOWER URINARY 
TRACT* 
Verne C. Hunt, M.D. 


Division of Surgery, Mayo Clinic 
ROCHESTER, MINNESOTA 

Were it not for modern methods of urologic 
diagnosis by means of cystoscopy, ureteral cathet- 
erization, pyelography, and the perfection of 
comparatively simple renal functional tests, the 
early recognition of organic disease of the urin- 
ary tract and successful surgical treatment would 
not be possible. Lesions formerly seen only at 
necropsy are now recognized clinically. In the 
hands of those experienced in the use of these 
methods, the diagnosis of surgical lesions of the 


“Read before the Tri-County Medica. Society, Galesburg. 
Illinois, October 16, 1924. 
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urinary tract has approached an exact science, 
obviating the untrustworthy interpretation of 
urinalysis, and decreasing to a minimum the 
necessity of diagnostic exploration. As a result, 
the mortality rate in this field of surgery has 
been reduced to that of general surgery. These 
diagnostic methods have also led indirectly to 
nonsurgical remedial procedures, such as catheter 
manipulation for removal of ureteral stones, 
fulguration of bladder tumors, application of 
radium to bladder tumors, and so forth. 

By virtue of the anatomic position of the 
kidney and ureter and relative ease of approach, 
the principles of exposure, visualized conduct of 
the operation, and hemostasis as applied else- 
where in the body, have been carried out, and 
therefore, results of renal surgery have always 
been comparable to those of general surgery. 
The bladder, however, while an extraperitoneal 
structure, situated in the pelvis behind the pubic 
arch and, in most instances, covered anteriorly 
by the reflected peritoneum, has been surgically 
approached with unusual lack of temerity in the 
application of those principles of exposure, ac- 
curate visualized conduct of the operation, 
hemostasis, and so forth. Failure to obtain ade- 
quate exposure and operating in the dark have 
served to mystify the surgery of this organ. In- 
accurate operations, with consequent poor func- 
tion, have often resulted. Moreover, failure to 
employ methods of hemostasis has in the past 
been responsible for a relatively high mortality 
from hemorrhage. Recent advance in the sur- 
gery of the bladder has enabled adequate ex- 
posure for visualized conduct of the operation 
and the application of accurate methods of 
hemostasis; accordingly, the functional results 
have improved and the mortality rate has been 
reduced to a minimum. The evolution of sur- 
gery of the bladder was first from the simple 
perineal or suprapubic cystotomy for retention 
of urine, and the removal of vesical stone, to the 
removal of the obstructing median lobe of the 
hypertrophied prostate gland. Subsequently it 
has developed further, coincident with the de- 
velopment of surgery of the prostate. 


SURGERY OF THE PROSTATE GLAND 


The diseases of the prostate gland requiring 
surgical intervention are benign and malignant 
hypertrophy. Approximately 85 per cent. of the 
obstructing enlargements of the gland are 
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benign, 90 per cent. of which are the result of 
adenomatous hypertrophy, and 10 per cent., of 
the inflammatory type. Of the 15 per cent. 
malignant lesions of the gland, carcinoma is 
the most common; sarcoma and lymphosarcoma 
are exceedingly rare. 

Surgery has seldom been productive of per- 
manent good results in these cases. Bumpus, 
in an analysis of 135 cases of carcinoma of the 
prostate, subjected to roentgen examination in 
the Mayo Clinic, found that metastasis to bones 
had occurred in 30.3 per cent. In addition, 10.2 
per cent. of 362 cases had involvement of the 
regional glands. On this basis, metastasis found 
at the first examination contraindicated surgical 
treatment in approximately 40 per cent. of all 
cancers of the prostate. The local advancement 
of the disease with its early involvement of the 
bladder and surrounding structures, and the dis- 
couraging results following the radical operation, 
have also excluded practically all cases in which 
there is no metastasis from surgical treatment, 
except a few in which palliative suprapubic drain- 
age is necessary. It is the benign enlargements 
of the prostate that are of surgical importance. 

The first deliberate prostatectomy was per- 
formed by Billroth in 1867 as a perineal opera- 
tion. Little progress was made in this method 
of approach until 1891 (Goodfellow). Dittel, 
Belfield, McGill, and Freyer were among the 
early surgeons to remove the obstructing gland 
by the suprapubic route as first executed by 
Fuller in 1894. Both suprapubic and perineal 
eystotomy were performed by different men for 
the removal of bladder stones, and so developed 
the two methods of approach for the operation 
of prostatectomy, the perineal route being the 
more popular in the early years of prostatic sur- 
gery because of its lower mortality rate. How- 
ever, the high incidence of urinary incontinence 
and urethrorectal fistula following the perineal 
operation has in recent years caused the general 
adoption of the suprapubic operation. The per- 
ineal prostatectomy, as subsequently developed 
by Young, obviates such complications, and in 
his hands is followed by excellent functional re- 
sults and an exceedingly low mortality rate. 

The prostate develops as five distinct lobes 
from five separate groups of tubules. Lowsley’s 
work has shown that the lateral and median 
lobes contain the largest number of tubules, the 
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posterior lobe a very few, and the anterior lobe, 
as such, reaches its maximal development at about 
the twentieth week of fetal life, practically dis- 
appearing at birth. Wilson and McGrath have 
shown that the initial activity in benign hyper- 
trophy is in the epithelium of the tubules, and 
on this basis it seems reasonable to assume that 
hypertrophy would occur in those lobes contain- 
ing the largest number of tubules, that is, the 
lateral and median lobes. It is important in the 
surgical approach to the gland that benign 
hypertrophy seldom occurs in the posterior lobe, 
and practically never in the anterior. The su- 
prapubic transvesical route approaches directly 
those lobes involved in benign hypertrophy, with- 
out jeopardizing the external sphincter, on which 
there is complete reliance for control before and 
after prostatectomy for an intravesical gland. 
Furthermore, it possesses the advantage of af- 
fording opportunity to deal with associated 
lesions of the bladder, stones, and diverticula 
when present. From the standpoint of mortality 
rate alone, there is now no choice between the 
perineal and suprapubic operations. The mor- 
tality rate in the early years of prostatic surgery 
was exceedingly high, and only through the recog- 
nition of the associated renal insufficiency, and 
its treatment, together with accurate surgical 
procedures, has the mortality rate been reduced. 

Preceding the advent of reliable renal func- 
tional tests, it was not possible to estimate the 
amount of associated renal damage, but uremia 
was the foremost cause of death following pros- 
tatectomy. The uniformly high mortality rate 
following prostatectomy performed in the pres- 
ence of chronic renal insufficiency led to the two- 
stage operation of suprapubic cystostomy pre- 
liminary to prostatectomy, which resulted in a 
marked reduction in the mortality rate. The 
two-stage prostatectomy in itself, in terms of 
operations, decreases the death rate by one-half, 
even though the same number of patients die. 
It is noteworthy that when the two-stage opera- 
tion is employed, most patients who die succumb 
after the preliminary drainage or first stage, be- 
cause of the renal insufficiency. Patients who 
survive the first operation, and recover from the 
renal insufficiency, usually survive the second 
stage prostatectomy. In considering mortality 
rates, the point to be emphasized is that the mor- 
tality rate of the first procedure is not included 
in the mortality statistics of the operation of 
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prostatectomy, the second stage, and therefore, 
the latter mortality rate is reduced. During the 
last two years the operation of suprapubic 
cystostomy at the Mayo Clinic has been accom- 
panied by a mortality rate of 8 per cent. Aschner 
has recently reported a rate of 47 per cent. fol- 
lowing cystostomy in cases of prostatic obstruc- 
tion. Even though the deaths following the tirst 
stage of a two-stage prostatectomy are usually 
not charged against the operation of prostatec- 
tomy, the result is the same, so far as the patient 
is concerned. 

Relatively simple and reliable renal functional 
tests, which determine when a patient may or 
may not be operated on with relative safety, 
have aided in the standardization of the treat- 
ment of prostatic obstruction. Of the renal func- 
tional tests, the phenolsulphonephthalein test of 
Rowntree and Geraghty and the blood urea esti- 
mation are most reliable. Only under unusual 
circumstances should prostatectomy be done if 
the phenolsulphonephthalein return is less than 
20 per cent., and the retention of urea more than 
50 mg. for-each 100 c. c. of blood. 

In the evolution of the operation of prostatec- 
tomy, the two-stage operation has fulfilled a dis- 
tinct purpose in emphasizing that preliminary 
drainage of the bladder is essential to the suc- 
cessful management of the patient with an ob- 
structing prostate and resultant renal insuffi- 
ciency. Drainage of the bladder by cystostomy, 
when the patient survived that operation, was 
followed by recovery of renal function, so that 
the second stage could be done subsequently with 
little risk. A review of those cases in which 
death occurred after the preliminary cystostomy 
shows that practically all the deaths were from 
acute uremia. This led to the recognition of 
the fact that all patients with prostatic obstruc- 
tion and residual urine were potentially in a state 
of uremia, if not actually so, at the time of 
operation, and that the sudden emptying of the 
distended bladder precipitated acute uremia. It 
was also noted that slow withdrawal of urine 
from a distended bladder did not precipitate 
acute uremia. 

In 1920, van Zwalenburg described a method 
of gradual decompression by means of a ure- 
thral catheter, which obviates the preliminary 
cystostomy and accomplishes the same purpose 
with very little risk to the patient. It eliminates 
the mortality rate of the first stage of the two- 
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stage operation, and converts the procedure into 
a one-stage operation, which allows the applica- 
tion of the general principles of surgery, that is, 
exposure, visualized conduct of the operation, and 
accurate hemostasis. Judd and Cabot were 
among the first to employ the one-stage operation 
and to apply these principles. Not only is it 
unnecessary from the standpoint of mortality rate 
and functional result to utilize the two-stage 
operation of prostatectomy, but in the majority 
of cases it is inadvisable. However, because of 
associated lesions of the bladder, such as stones 
in 12 per cent. and diverticula in 5 to 7 per cent., 
and intolerance to drainage of the bladder by 
urethral catheter, preliminary to prostatectomy, 
in approximately 7 per cent., the one-stage oper- 
ation cannot as yet be routinely executed. How- 
ever, in the Mayo Clinic, in 1923, 81 per cent. 
of 202 prostatectomies were performed by the 
one-stage method with a mortality rate of 3.1 
per cent. A review of our own cases, and the 
statistics of others, tend to show a higher mor- 
tality accompanying the two-stage operation. 
Aschner reports a mortality rate of 8.5 per cent. 
of 233 patients following the second-stage pros- 
tatectomy (excluding the deaths from the first 
stage), as opposed to a rate of 6.8 per cent. of 
forty-four patients by the one-stage operation. 

Patients with prostatic obstruction, because 
of their age and the associated cardiovascular 
changes of that age, with the additional’ renal 
insufficiency incident to the urinary retention, 
must be regarded as substandard risks. Never- 
theless, the marked reduction in the operative 
mortality rate as the result of preliminary treat- 
ment and modern surgery, with satisfactory re- 
sults in 90 per cent. of the cases, offers these 
patients a more favorable prognosis than has 
hitherto been given. 


MALIGNANCY OF THE BLADDER 


Malignant tumors of the bladder had been 
suspected clinically and found at necropsy prior 
to the advent of the cystoscope, but this instru- 
ment furnished a means for their early recog- 
nition, and with recognition a variety of methods 
of management developed. In the bladder, as 


elsewhere, malignancy varies in degree: tumors 
of low-grade malignancy which progress slowly 
do not tend to metastasize early, nor to recur 
after removal ; those that develop rapidly metas- 
tasize extensively and early, and tend to recur 
after removal. However, until recently no means 
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were available to determine the degree of actual 
malignancy as a guide to treatment. Broders’ 
classification furnishes an exact estimate of the 
degree of malignancy, an exact guide for treat- 
ment, and a means of establishing a relative 
prognosis. This classification is based on the 
amount of differentiation of the cell. Malignant 
tumors of the bladder which show the most dif- 
ferentiation of the epithelium are of the lowest 
grade malignancy, while those showing no 
tendency toward differentiation are most malig- 
nant. On this basis, four grades of malignancy 
have been established. 

The treatment of malignancy of the bladder 
is dependent on the location of the growth, its 
extensiveness, absence or presence of metastasis, 
and the degree of malignancy. Bumpus, in a 
recent review of 527 cases from the Mayo Clinic, 
discussed the relative merits of various forms 
of treatment. His conclusions substantiate the 
relatively poor results reported by methods other 
than surgery. Fulguration was employed in 
eighty-four cases, with recurrence in 35 per cent., 
as determined by an accurate follow-up system. 
Radium alone, or radium in conjunction with 
some other form of treatment was employed in 
212 cases, in thirty-four of which radium alone 
was used; five deaths ensued (14.7 per cent.) 
The value of radium as used in the remainder of 
the cases is problematic, as it was used in com- 
bination with cautery and other methods. From 
a strictly surgical standpoint these cases were 
all inoperable, but it would seem that radium 
was instrumental in retarding growth and pro- 
longing life. Two hundred and forty patients, 
including seventy-eight who also had radium 
treatment, were operated on, excision or seg- 
mental resection being done ; twenty-seven deaths 
ensued (11.25 per cent.) One hundred and five 
of 196 patients are alive from one to six years. 
Without entering into a discussion of the rela- 
tive merits of the various nonsurgical methods, 
it should be stated that during the past few years 
the method of surgical diathermy has been pro- 
ductive of encouraging reports, which must 
stand the test of time and wider application. 

From the surgical viewpoint, in the absence of 
metastasis, localized vesical tumors should be 
exercised by cautery or segmental resection, even 
though the trigone and one ureteral orifice are in- 
volved ; for, according to our present knowledge, 
no other method of treatment of operable malig- 





226 ILLINOIS MEDICAL JOURNAL 


nant tumors of the bladder offers an equal chance 
for cure. If only one ureter is involved, and the 
blood urea is normal, indicating good renal func- 
tion on the opposite side, division of the ureter, 
ligating and dropping it back, has been attended 
by a lower mortality rate than transplantation 
of the ureter under similar circumstances. Al- 
though the average operative mortality rate in 
the. Mayo Clinic series was 11.25 per cent., the 
mortality rate attending resections of the bladder 
for malignant tumors involving the base and one 
ureter is higher than similar procedures for 
tumors of the dome and lateral walls. It is 
hoped that future alertness on the part of the 
patient and physician will stimulate earlier recog- 
nition and earlier institution of treatment for 
malignancy of the bladder, and thus improve 
the prognosis. 
VESIOAL CALCULI 


Stones in the bladder are usually the result 
of urinary retention from prostatic or strictural 
obstruction, a foreign body as a nucleus, or a 
primary renal stone, or ureteral stone. In a 
review by Crenshaw of 606 cases of vesical stone 
observed at the Mayo Clinic, 95.2 per cent. oc- 
curred in males in whom obstructive lesions had 
resulted in retention, and only 4.78 per cent. 
in females. While stones may occur at any age, 
-70 per cent. of the patients having them were 
more than fifty years of age. There was asso- 
ciated prostatic enlargement in 60.34 per cent., 
associated diverticula of the bladder in 4.57 per 
cent., associated carcinoma of the bladder in 3.26 
per cent., and stricture of the urethra in 9.8 per 
cent. In 577 patients operated on, the stones 
were single in 386 (66.9 per cent.) In eleven 
instances, vesical calculi, prostatic hypertrophy, 
and diverticula were associated. 

Lithopexy may be resorted to in many in- 
stances, but more often suprapubic cystostomy 
is necessary. When prostatic hypertrophy and 
large single stones or multiple small stones are 
associated, there is usually considerable renal 
insufficiency, requiring the two-stage operation 
with prostatectomy as the second stage. 


DIVERTICULA OF THE BLADDER 


Diverticula of the bladder, until the advent 
of the cystoscope and its allied methods of ex- 
amination of the bladder, were known only as 
a necropsy finding. However, with the modern 
methods of urologic diagnosis diverticula have 
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become important surgical lesions of the blad- 
der, resulting in retention, obstruction, and 
renal insufficiency. They may attain a size 
equivalent to the entire capacity of the bladder 
and be a serious menace to the life of the patient. 
Recognition is possible by cystoseopic examination 
or cystogram, and those of an ounce or more ca- 
pacity with retention and inadequate drainage 
should be treated surgically. They are associated 
in from 5 to 7 per cent. of obstructing lesions of 
the prostate. While they usually empty into the 
trigone, or near one ureteral orifice, the ureter is 
seldom involved, and rarely empties into the di- 
verticulum. Small diverticula may be removed 
transvesically by the method of inversion, as de- 
scribed by Geraghty, but the larger ones demand 
extravesical dissection; they are usually readily 
separated from the ureter. In those with ca- 
pacity equal to the bladder, causing marked renal 
insufficiency, suprapubic drainage of the diver- 
ticulum for some time previous to their excision 
allows stabilization of renal function and con- 
traction of the diverticulum. From 1894 to 
1923, there were 133 diverticula of the bladder 
operated on at the Mayo Clinic with six deaths. 
The excision of retention diverticula of the 
bladder is attended by excellent function results. 


ANESTHESIA IN SURGERY OF THE LOWER 
URINARY TRACT 


The use of other than inhalation anesthetics 
is a manifestation of progress in surgery of the 
lower urinary tract. Inasmuch as many of the 
surgical lesions of the bladder are obstructing, 
variable degrees of renal insufficiency are often 
associated, particularly in cases of prostatic 
hypertrophy. As the depressant effect of ether, 
the universal anesthetic, and the resultant neces- 
sity for short anesthesia was recognized, accuracy 
in the conduct of the operation was sacrificed 
for speed, resulting in inaccurate and often in- 
complete operation, and little attempt at hemo- 
stasis. The study of the cause of death following 
the operation of prostatectomy revealed, in order 
of frequency, uremia, hemorrhage, pneumonia, 
and sepsis. Because of its depressant effect on 
damaged kidneys, ether was a factor in produc- 
ing uremia, the sacrifice of accuracy prevented 
adequate control of bleeding, and inhalation 
pneumonia was often directly referable to the 
anesthetic. The avoidance of inhalation anes- 
thesia allows time for accurate conduct of the 
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operation and for hemostasis, and if pneumonia 
occurs, it is not of the inhalation type, but em- 
bolic in origin. 

Spinal anesthesia has been successfully used 
in surgery of the lower urinary tract, but 
although it provides complete anesthesia and re- 
laxation, it has the disadvantage of reducing 
blood pressure with coincident reaction, at times 
to an alarming degree, and cannot, therefore, be 
accepted as a safe anesthetic. The sacral anes- 
popularized in this country by Labat, 
possesses all the advantages and none of the dis- 
advantages of spinal anesthesia, and has been 
accepted as the ideal anesthetic in this field of 
surgery. 


thesia, 
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THE TREATMENT OF DIABETES FROM 
THE VIEWPOINT OF THE GENERAL 
PRACTITIONER* 

Rosert W. Keeton, M. D., 

CHICAGO 

When a patient walks into a general practi- 
tioner’s office and a diagnosis of diabetes is made, 
a very insistent question immediately presents 
itself. In the light of the present day knowledge 
is he justified in accepting the responsibility for 
the treatment of this case? Should he refer the 
tase to some one who is specializing in the man- 
agement of diabetes? The law grants the doctor 
the privilege of accepting this responsibility, and 
the patient has given him a vote of confidence 
by appearing at his office for examination. At 





*Read before the Section on Medicine, Illinois State Medical 
Society, Springfield, May, 1924. 
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another time diabetes may be thrust upon him 
with one of its wicked emergencies and he will 
then be confronted with the necessity for action. 
What action may he take with safety and profit 
te the patient? The present discussion is pre- 
sented with the hope that it will clarify the prob- 
lems involved and thus allow a more satisfactory 
solution of them. 

Nature of the Disease. In diabetes there is a 
failure in glucose metabolism. A normal man 
may eat in the course of a day a quantity of glu- 
cose formers’ which will yield 400 to 600 gms. 
of glucose and yet show no sugar in his urine. 
In fact the quantity of sugar which he can eat is 
limited not by his metabolism of this sugar but 
by the tolerance of his digestive system. If he 
indulges in an excess of sugar he may develop a 
diarrhea associated with cramps or he may vomit 
the food eaten. A second ‘man may eat a meal 
unusually rich in carbohydrates, and sugar will 
appear in his urine in one to two hours time and 
will persist during the period of maximum ab- 
sorption. Such a man is said to have an “Ali- 
mentary Glycosuria.” The factor of safety in his 
glucose metabolism is smaller than normal, but 
this does not mean that it will necessarily be re- 
duced to a pathological point. A third man eats 
what appears to be a normal diet of glucose 
formers and he shows large quantities of sugar in 
his urine. This man is said to have diabetes and 
we immediately begin to classify diabetes into 
the mild and severe classes. Thus on a fixed diet 
one patient will show a 24 hour excretion of 
sugar amounting to 5 grams and another may 
show an excretion of 40 grams. It is obvious 
that other things being equal one of these cases 
is relatively mild as compared with the other. 
If we refer a moment to Fig. 1, “The Diabetic 
Flame”? it will be noted that there are 9 sticks 
of kindling present and that 5 of these are burn- 
ing and 4 are not. It can be readily seen that 
so far as the flame is concerned it makes a vast 
difference as to just how many of these sticks of 
kindling are actually burning. The difference is 
readily realized by reference to Fig. 2, “The 
Normal Flame,” where all of the kindling is 
burning. 

The statement has been previously made that 
in diabetes there is a failure in the glucose met- 
abolism. This should now be extended by say- 
ing that in diabetes the fundamental and essen- 
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tial defect is the failure to oxidize glucose. There 
are other defects which quickly arise when the 
glucose is not burned and some of these may be 
the precipitating cause of death in any given 
case. They however are secondary ones and 








Fig. 1. Diabetic Flame 


should be removed from the picture until the 
primary defect is fully appreciated and estab- 
lished in its central place. It is to be further 
noted that this loss of oxidative capacity for 
glucose is a quantitative process which may fluc- 
tuate widely from time to time and that the 
severity of a given case is measured by the extent 
of this loss. More positively we may say that it 
is measured by the number of sticks of kindling 











Fig. 2. Normal Flame 


actually burning. The quantity of glucose then 
which a patient is able to burn represents his 
“Tolerance” and the estimate of this quantity 
constitutes the basis of all diabetic management. 
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It is obvious therefore that when a diabetic 
asks his physician what food he must eat in order 
to avoid a glycosuria, the physician simply can 
not answer the question. The patient has asked 
a qualitative question and there is no qualitative 
answer, strictly speaking. The answer required 
is a quantitative one. The situation is very 
similar to one arising when an Englishman, who 
speaks no German, addresses a German, who 
understands English but speaks no English. The 
German may understand perfectly any question 
asked him, but he can not answer because there 
is no medium of communication. 

Principles of Diabetic Management. It is well 
therefore to see how this quantitative question 
has been answered. So the principles involved 
in the desugarization of a diabetic and in the 
establishment of him on a maintenance diet ade- 
quate for work will be briefly presented. This 
may be best understood by a reference to the two 
flames shown in the charts. Flame No. 1 shows 
the conditions present in diabetes. It will be 
noted that there are some “Live Coals” present 
which represent the glucose in the process of 
complete oxidation to C0, and H,O. If no glu- 
cose was oxidized life would be quickly ex- 
tinguished. Just as the flame would cease to 
burn without the coals. Some of the sugar is 
not burning. This is accumulating in the tissues 
and appears in the urine. The kindling which 
is burning is soaked in oil. This represents 
activated glucose or insulin soaked glucose. Then 
there is a big back log of fat present which is 
far too large for the bed of coals. This is 
smouldering and pouring out large quantities of 
smoke. The smoke represents B-oxy-butyrie acid, 
diacetic acid and acetone, the so-called acetone 
bodies. The steam which is escaping is a meas- 
ure of energy transformation by the kettle. 
Since the heat derived from the flame is small, 
the quantity of steam resulting is also small. In 
Flame No. 2 the normal metabolism is pictured. 
All of the glucose is insulin soaked and is burn- 
ing. The back log of fat is commensurate with 
the bed of coals beneath. There is no smoke 
There are no acetone bodies. The energy de- 
veloped as shown by the steam is adequate to the 
bodily needs. This conversion of the diabetic 
into the normal state may be effected in two 
ways. 


Diet Adjustment Alone. If diet adjustment 
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alone be utilized the process may be visualized in 
the following manner. The sticks of kindling 
which are not soaked in oil and which are not 
burning must be removed from the fire. The 
back log must be reduced in size so that it does 
not smother out the live coals. These changes 
give a flame, which is now burning cleanly all 
the contituents, but one which may furnish a 
smaller quantity of steam than is desired. In 
diet adjustment then the patient is desugarized 
by withdrawing the glucose until the quantity 
fed is below his tolerance. Simultaneously with 
this the fat also must be reduced. When de- 
sugarization is accomplished by these methods 
the food intake may be so small that it will be 
necessary to confine the patient to bed since 
there is not an adequate energy production for 
additional activities. Gradually the fire is built 
larger by the cautious additions of glucose as the 
body supplies insulin sufficient for its oxidation. 
Later small quantities of fat may be added also. 
This process is spoken of as building up the 
patient’s tolerance. Such a procedure is slow 
often involving 5 to 6 weeks. 

Diet Adjustment Plus Insulin. With the use 
of insulin we have theoretically a much simpler 
method of solving the problem. If the kindling 
can all be soaked in oil, it will burn. If it burns, 
then the back log will cease smouldering and 
will burst into flames. The smoke will disappear 
and the quantity of steam developed from the 
kettle in a unit of time will be increased. Con- 
sequently as in the diagram the conversion of 
Flame 1 to Flame 2 is accomplished by the addi- 
tion of more oil, so the same transformation 
from a diabetic to a normal state may be ac- 
complished by supplying more insulin to the 
body. The quantity of insulin soaked glucose 
will then be sufficient to allow the oxidation of 
the fats to go to completion and to prevent the 
formation of acetone bodies. The energy then 
furnished by the foods will be adequate to make 
a curtailment of the patient’s activities unneces- 
sary. However this theoretically simple solution 
fails in its practical application. If the dose of 
insulin injected be too great for the quantity of 
glucose present in the body then a toxic condi- 
tion appears to which the name of “Hypo-gly- 
cemic Reaction” has been given. The reaction is 
so named because it is present when the blood 
sugar is unusually low and because it is relieved 
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by the ingestion of any type of glucose former. 

The physician is again confronted with a quan- 
titative relationship which must be solved. The 
three variables involved are the available food in 
the body and diet, the patients tolerance, and 
the oxidative capacity of a given dose of insulin 
in a particular patient. It is safe therefore to 
say that any scheme of treatment which ignores 
such quantitative relationship is not a sound one 
therapeutically. 

Conditions Necessary for the Treatment of 
Diabetes. Since the treatment of diabetes re- 
solves itself into a metabolic study in which the 
food intake is accurately known and the output 
of sugar is carefully measured there must be de- 
veloped a certain amount of machinery to ac- 
complish these ends. A trained dietician must 
be available who can fill a quantitative diet order 
and who can use such ingenuity in the selection 
of her foods as will meet the demands of the 
appetite. A laboratory worker is required to 
make the various analyses needed. Most import- 
ant of all there should be a resident physician 
who will see to it that the numerous details in- 
cident to the running of such a metabolic study 
are carried out. One of these workers must also 
assume the responsibility for the education of the 
patient in food values, diet calculations and 
changes, methods of testing urine, methods of 
injecting insulin, and other details incident to 
the handling of a case. It is obvious therefore 
that it would not be economical for a general 
practitioner to attempt to provide this machinery. 
Long ago this same economic problem was pre- 
sented with reference to surgical cases. Here 
and there a man acquired an equipment, a nurse 
and affiliated with himself a fellow practitioner 
who would assist in operative procedures or give 
anesthetics as the case demanded. Such an 
arrangement became the nucleus of a small hos- 
pital and was gradually extended through the 
support of other practitioners, who found this a 
more economical method of handling surgical 
eases. The public and the physicians themselves 
next became dissatisfied with the handling of 
obstetrics in the home and so the maternity 
wards were added to this same hospital and these 
wards have grown rapidly in popularity. So far 
as medical cases are concerned the average smal! 
hospital is simply a boarding house. These cases 
can be handled almost as well at home as in the 
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hospital for there has been no attempt made to 
install medical equipment. 
arrived when this next step forward in the de- 
velopment of the hospital should be taken. Die- 
betes is a disease which demands this equipment 
and offers an incentive for its installation. If it 
is installed, good general practitioners will grow 


The time has now 


into good medical men just as good general prac- 
titioners have grown into good surgeons. 
Management of Diabetes in Absence of Equip- 
ment. If then it is impossible for a genera! 
practitioner to undertake the treatment of dia- 
betes without the equipment discussed above 
what shall he do with the cases coming into his 
hands? We may conclude therefore, he is justi- 
ged in rendering “First Aid” only to diabetic 
patients. The question then arises as to when 


is “First Aid” required and of what does it con- 


sist? It is required when some complication 
occurs. A symptomless patient in whom a gly- 


cosuria has been accidentally discovered should 
be left alone until such a time as his regime can 
be changed under accurately controlled condi- 
tions. If he is symptomless he is burning 
enough glucose to support his metabolism. The 
fact that he is wasting a large amount of glucose 
in the urine is not of great significance. He is 
not at that time in danger as to life since he has 
adequate energy for his daily needs. The simple 
presence of a glycosuria then constitutes a po- 
tential danger. It is not necessarily a signal that 
this danger has arrived. The complications 
which constitute emergencies are, (a) acidosis, 
(b) dehydration states not associated with aci- 
dosis, and (c) acute inanition. 


ACIDOSIS 

Once the presence of an acidosis is established, 
the condition should immediately be considered 
grave. It should demand as careful considera- 
tion from the physician as an intestinal obstruc- 
tion or an attack of acute appendicitis. 

Acidosis Without Symptoms. If the patient 
simply has acetone bodies in his urine and no 
symptoms, and if the condition is not progressive, 
he may with safety be treated by the method 
formerly advocated by Joslin® for desugarization. 
He is put to bed, kept warm and supplied with 
an abundance of fluids. Putting the patient in 
bed lessens his energy requirements by approxi- 
mately 35%. Consequently a substantial cut 
may be made in the fat of the diet. At least half 
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of it should be removed. Such a reduction may 
be sufficient to stop the formation of acetone 
bodies. During the first 24 hours, 30 grams of 
bicarbonate of soda should be given to replace the 
bases excreted in the urine in combination with 
the acetone bodies. . 

With the onset of 
definite symptoms of acid intoxication, action 


Acidosis with Symptoms. 


should be energetic. The case becomes one which 
must receive insulin at once and be transported 
to a diabetic center. A few hours delay may 
plunge the patient into a coma and multiply the 
dilficulties of handling the case 300 to 400 per 
cent. The plan here presented with certain 
modifications follows very closely one* recently 
described by Woodyatt based on his experience 
with this class of cases. Certain facts of insulin 
action must be known before it can be used with 
safety: 

1. By reference to Fig. 1 it will be seen that 
insulin acts only on glucose. If the supply 
of this is exhausted the patient may pass 
a sugar free urine and yet be suffering 
from acid intoxication. 

2. Insulin action persists for 8 hours but it 
is maximal at the end of the 4th hour. 

3. An overdose causes symptoms which are 
immediately removed by the ingestion of 
any glucose former. 

As soon as the diagnosis is made the patient is 

This 

insulin will act over a period of 8 hours. A 

hypoglycemic reaction will not result if during 

this time he be given also 60 to 100 grams of 
glucose. A small glass of whole milk or a small 
glass of unsweetened orange juice each contain 

15 grams of glucose. 


given subcutaneously 60 units of insulin. 


Hence then he may be 
given 4 to 6 glasses of such food at 14% to 2 hour 
intervals. If the urine be examined by a quanti- 
tative test for sugar at the end of each two hours, 
then the dose of food to be given can be more 
easily regulated. At the end of 8 hours a second 
dose of 40 units of insulin is to be given. He 
can then be protected in the same way with food 
over the next 8 hours. During these 16 hours 
the patient should also be given 30 grams of 
Sodium bicarbonate. This usually brings the 
patient to the morning of the second day. By 
this time the acidosis is under control and the 
problem is now one of establishing him on a 
diet with interval feedings. 
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The following diet is one adequate for the 
maintenance of a patient weighing 50 Kilo (110 
lbs.) at bed rest. 

800 c.c. (27 ounces) mi'k and cream equal 

parts 

300 ¢.c. (10 ounces) orange juice 

2 eggs 
This may be measured with equipment present 
in any household. It can be divided into 5 feed- 
ings per day so that maximum opportunity will 
he given the body to utilize its own insulin. Such 
a diet has a glucose equivalent of 104 grams. At 
this state the patient is probably burning 15 to 
20 grams of glucose with his body insulin. We 
must therefore give sufficient insulin to take care 
of 80 to 85 grams. Consequently at 8 A. M. 30 
units of insulin may be given and at 6 P. M. 
another 30 units. At 10 P. M. and 1 A. M.a 
careful observation is to be made for a hypo- 
glycemic reaction. If the samples of urine col- 
lected at different periods of the day be examined 
for acetone and diacetic acid, some knowledge 
can be obtained as to whether these bodies are 
increasing or decreasing. Of course with an in- 
crease in the acetone, the insulin dosage must be 
raised and the patient protected accordingly. 
This plan of management is summarized in 


Table 1. 

TABLE I 
MANAGEMENT OF ACIDOSIS CASE WITH SYMPTOMS 
Weight of Patient — 110 Ibs. or 50 Kilo 














Ist Day 
3 P.M. | Diagnosis made 30 gms. (1 oz.) 
Sodium __ Bicar- 
4 P.M. | 60 units insulin subcutaneously. | bonate to be 


Protect by total feeding of 60-90 
gms. of glucose (20 to 30 ounces 
of orange juice) 3 to 6 ounces to 
be given at 1 to 2 hour intervals. 
Examine urine at 2 hour inter- 
vals for sugar. 


given in divided 
doses before 
morning. 





Protect with 40-60 gms. glucose 
at 1 to 2 hour intervals. =x 
amine urine at 2 hour intervals 
for sugar. 


' 
12 P.M. | 40 units insulin 
| 





8 A.M. 
800 c.c, (27 ounces) milk and | Carbohy- 
cream equal parts drate 70 
300 c.c. (10 ounces) of orange | Protein 39 
juice Fat 108 
2 eggs Calories 1408 
P.M. | 30 units 
P.M.| Examine carefully for reaction 
A.M. | Examine carefully for reaction 


6 
9-10 
12-1 








Such a regime may be continued until the pa- 
tient can be transported to a diabetic center, 
where his tolerance may be recovered and his ed- 
ueation completed. 
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DEHYDRATION STATES NOT ASSOCIATED WITH 
AcIposIs 


In these cases the patient is burning sufficient 
glucose to protect his metabolism against the in- 
complete oxidation of fats. He is however, pass- 


ing large quantities of urine in an attempt to rid 
the body of the excess glucose. He may be 


drowsy, somnolent and may actually have a tem- 
perature. If such a case is put to bed with a 
definite restriction of his diet, he will at once 
show improvement. If he weighs 50 Kilo or over 
he can then be given the diet suggested above 
for the second day of acidosis treatment. 


ACUTE INANITION 


This state is one which requires insulin ‘treat- 


ment before any progress can be made. It is 
therefore best to conserve the patient’s energies 
and get him to a diabetic center at once. It is 


uneconomic to attempt treatment at home since 
the emergency is rarely so great that the patient 
can not be transported. 


SUMMARY AND CONCLUSIONS 


1. In diabetes the fundamental and essential 
defect consists of a quantitative failure in glu- 
cose metabolism. 

2. In treating diabetes the extent of the fail- 
ure is first determined by measuring the resid- 
ual capacity for glucose oxidation (patient’s 
tolerance.) This tolerance is next built up by di- 
etary means or supplied by insulin. 

3. The treatment requires a definite amount 
of machinery, the maintenance of which would 
be unprofitable for individual physicians, but 
which should be supplied by the various hospitals 
serving acommunity. This equipment could then 
le made available to more than one physician. 

4. A “General Practitioner” without such 
equipment is justified then in giving “First Aid” 
only to the emergencies of diabetes. 

A plan for “First Aid” to a case suffering 
from acidosis is presented. The other emergen- 
cies are rarely so acute as to prevent transporta- 
tion of the patient to a hospital with diabetic 
service. 

1515 Howard Street. 
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DISCUSSION 


DR. DENEEN, Bloomington, opening the discussion, 
said: : 

I am sure we all appreciated Dr. Keeton’s unique 
way of presenting the subject. He dealt, of course, 
only with the complications, but he made the state- 
ment that the patient is a quantitative proposition, not 
qualitative. In that respect I would like to say when 
you deal with 15 per cent. fruit and 15 per cent. vege- 
table, you are dealing with a qualitative proposition. | 
have seen diabetics who will run sugar on a certain 
amount, 15 per cent. fruits. Take them off and put 
them on 15 per cent. vegetable and you will get rid 
of the sugar. I believe there is a great difference in 
the quality that you use. It is better to have them 15 
per cent. vegetable where you are dealing with a high 
degree of carbohydrates than if you are giving them 
straight sugar as we have in the past. There is a 
great difference in the individual, especially in the 
handling of insulin. I have had some that handled 
insulin beautifully. I have seen some good effects and 
some very bad effects. One of the bad effects is where 
you have gangrene. There it is better to get the dia- 
betic sugar free upon diet and use the insulin after- 
wards. I have had a patient that died under the an- 
esthetic with a most beautiful pink color, who was 
sugar free after using insulin however having gan- 
grene. 

We had two cases of ruptured appendix, in which 
they went through appendicitis, gave them insulin, 
got them sugar free with the insulin, put them on 
the table to remove the appendix, and later something 
happened to the heart and the patient passed out. A 
couple of them passed out within twenty-four hours. 
When we get them sugar free upon diet in most cases 
they do not need insulin. If they did we use it after- 
wards. 

I remember one gangrene case we had that went 
along beautifully with insulin. After the operation 
the patient developed edema. She was gone from the 
hospital, seventy-five miles away. The doctor over 
there wrote me and I told him to discontinue the in- 
sulin, after which time the edema cleared up. 

We are only using insulin in emergencies. I find 
that the majority of diabetics get along much better 
without the insulin. They are easier to handle. The 
psychology of the patient is better because in a short 
space of time the patient objects to the hypodermics. 
They become painful and they quit. 

Another thing I find out is the torture of forcing 
the patient to weigh their food, feeding by scale, weigh- 
ing it out. The first thing we know the patient quits, 
I have found out if they run a little sugar once in a 
while they do better than the patient that is sugar free 
all the time. 

I find there is another type of patient that does very 
poorly upon insulin, that is the type which runs low 
specific gravity of the urine, having sugar intermit- 
tently, with low blood sugar, around normal, or only 
slightly raised. They are classified as renal diabetics. 
The few patients I had of that type soon went bad on 
insulin. They went better for a while, their general 
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symptomatology was better, but those patients died in 
a shorter space of time than if I had not used insulin. 
More and more I am convinced that the use of insulin 
is purely an emergency proposition, and as Dr. Keeton 
says, if they run sugar without acidosis it is not going 
to hurt them very much. 

DR. R. T. PETTIT, Ottawa: I have had experi- 
ence with eight cases of diabetic coma. Naturally they 
were of a more severe type than the ones Dr. Keeton 
mentions. They were in profound coma. I used the 
same plan Dr. Keeton advocates and gave even larger 
doses. In one case I gave 200 units in the first eight 
hours. 

I would like to emphasize if you are going to treat 
emergency cases of coma, be prepared to stay with your 
patient continuously. Do not turn him over to some 
one else. When you get them along for twenty-four 
or thirty-six hours then the problems that taxes all 
your ingenuity and your knowledge is how to let go of 
the bear’s tail. You have got hold and you don’t 
know how to let go. It is an extremely difficult thing 
to know exactly how you are going to do it. How- 
ever, in coma we are dealing with an emergency and if 
we are going to use insulin we must use radical 
methods. 

DR. ROBERT KEETON, Chicago: In closing I 
will endeavor to answer the discussion elicited in the 
reverse order. Relative to the recognition of acidosis 
I divided the cases into two groups (a) those cases 
which presented acetone in the urine but which showed 
no symptoms as such leading to a diagnosis of the con- 
dition, (b) those cases in which not only does the 
urine show acetone bodies but the patient presents all 
the symptoms of impending coma. The latter class of 
cases are the real emergencies. They are to be treated 
while the patient can eat and co-operate. If they are 
allowed to slip into coma not only is the difficulty of 
handling the case enormously increased but every 
hour of acid intoxication does damage from which re- 
covery becomes increasingly difficult. 

With Dr. Pettit’s advice that the physician must 
stay continuously at the bedside of an acidosis case, 
I agree. His vivid description of the attention that 
must be paid to the details of management and the 
difficulties which the physician experiences in estab- 
lishing the patient on a diet after the acidosis has 
been neutralized summarises admirably the experience 
of others in handling these cases. 

Dr. Carr has discussed cases where the coma is 
definitely established and where co-operation of the 
patient is lacking. With such patients one is decidedly 
handicapped in knowing whether he has given an 
overdose of insulin or not. However the require- 
ments for the use of large doses of insulin are just as 
urgent as in the cases of pre-coma. The fact that 
many of these cases do not recover even when the 
acidosis has been controlled signifies that the damage 
done by the acid intoxication was irreparable and not 
that the insulin treatment per se was a failure. To 
revert to the illustration previously used the danger 
in all these cases is that the physician will not build a 
sufficiently hot glucose insulin flame. 
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Dr. Deneen has raised several points which should 
be discussed briefly. In the first place I think most 
men agree that insulin should be omitted if a case 
can be handled with dietary measures alone. It is not 
considered good treatment to feed patients beyond 
their requirements. 

Dr. R. T. Woodyatt in an address before the Society 
of Internal Medicine, Chicago, has called attention to 
the arterio-sclerotic type of diabetes. In these cases 
the insulin is not always of great value. If a patient is 
excreting 20 grams of sugar in the urine an injection 
of 20 units of insulin may not cause any reduction in 
the urinary sugar. If a reduction does occur, it is 
much smaller than was to be expected from the dose 
given. He has suggested that in these cases there is 
primarily no lack of insulin but rather some tissue 
defect. The cases of gangrene which Dr. Deneen has 
found tolerated insulin poorly would then belong to 
this type of diabetes. 

The mental attitude of a diabetic patient is very 
important. His tolerance often fluctuates widely with 
the coming and going of periods of mental stress. 
Therefore, in the management of any given case this 
factor must be considered. Here is just another op- 
portunity for the doctor to treat his patient as an indi- 
vidual and not as a case of diabetes. 

I wish to take issue with the doctor’s contention that 
10 grams of glucose given in the form of orange juice 
is more harmful to the patient than 10 grams given in 
the form of 5% vegetables. Ten grams of glucose is 
10 grams. It makes no difference what is its source 
so far as the ability of the body to oxidize it is con- 
cerned. The ultimate chemical structure is the same 
and its oxidation is determined by this structure. How- 
ever, in discussing tolerance of a patient we must al- 
ways consider the quantity of glucose presented to 
the cells per unit of time. Now 10 grams of glucose 
as C. P. glucose is absorbed more readily from the in- 
testinal tract than 10 grams distributed in 333% grams 
of 5% vegetables. Hence the doctor should have 
called attention to the fact that any method of feeding 
glucose which gives a slow uniform absorption is less 
apt to overtax the tolerance than a method which 
dumps the same amount of glucose into the blood in a 
short interval. Recognizing this principle I have in 
same cases adopted an extra feeding at 11 P. M. for 
cases in which I am quite anxious to avoid the use 
of insulin. Sometimes from 10 to 15 grams of extra 
glucose per day may be fed in this way. 





PERSONAL EXPERIENCES IN THE 
TREATMENT OF ATROPHIC 


RHINITIS* 
Jas. A. CLark, M. D., 
CHICAGO 
This subject is so old to the rhinologist and 
so much discussed and everybody has become so 
disgusted with it that it takes considerable nerve 
to try and present a paper like this to you. And 


*Read before Section on Eye, Ear, Nose and Throat, Illinois 
State Medical Society, Springfield, May 7, 1924. 
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I wouldn’t do it if I didn’t think I had stumbled 
on to some things which I consider of help in 
the treatment of these cases. 

All the text-books, as you know probably, dis- 
cuss the symptoms and all that; but, when it 
comes to treatment, they discuss it with the idea 
of keeping them clean and letting them alone, 
and that no treatment does them any particular 
good. I assume all of you are perfectly familiar 
with all the text-books and literature on the ear, 
nose and throat. I am not going into any books 
at all. I am going to tell you a little experience 
I have had in trying to treat this disease of un- 
known etiology. Nobody knows what causes it, 
so far as I know. Of course, there are probably 
two dozen different theories as to the etiology. 
Some are very strong on sinus infections; that 
suppurative infections of the sinuses cause this 
disease. You do have a great many cases of 
sinus infection with atrophic rhinitis. Whether 
the ozena is due to the sinus trouble or whether 
it is the cause of it is hard to tell. There is no 
doubt that syphilis in some of these cases is some 
element of that infection. Whether they have 
syphilis and the ozena independent of each other, 
I don’t know. Tuberculosis is another thing that 
plays the same role. Some are very strong for 
bacterial infection as the cause of this trouble. 
Some that the nostril is too big, and some that 
it is too small. There is no one theory that 
seems to hold up under trial. 

My idea in watching these cases for a good 
many years and the bad results we got from 
treatment is that it was not a local disease at all 
and never had been a local disease. It was 
simply a local manifestation of a slow systemic 
toxemia of some sort which we don’t know. 

I don’t know whether any of you are con- 
nected with any large clinics or not. But some 
four or five years ago, the question of bacteria 
At that time 
the firm of Parke, Davis and Company sent out 
to all the clinics, I think, all over the country 
culture tubes and asked all of us holding clinics 
to make inoculations of these scabs, and to send 
it back to them. They got these cultures from 
all over the country and they attempted to make 
a bacterial vaccine, and they did, and sent it 
back to us to use. We started in to use it. We 
found that the dispensary patients didn’t take 
very kindly to the hypodermic needle, and we 
didn’t like to try it on private patients. But 


in these cases was quite the rage. 
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we got no results, and I have never seen any 
mention made of those experiments at all. I 
have never seen any mention of it in the litera- 
ture. 

We all know what the particular bacteria is 
that causes the stink. If you want to smell some- 
thing that is positively nauseating, if you will 
go over to Detroit and go into the P. D. labora- 
tory, you can’t get within three feet of the 
culture. It comes right through the glass. 

There is no question but what these cases are 
very offensive to themselves, and more so to the 
friends who have to get near them. And it prac- 
tically throws the doctor into nervous prostra- 
tion when he gets a case coming to him for 
treatment. 

The treatment of ozena has been one of the 
most unsatisfactory things in rhinology. It is 
the opprobrium of the profession. We don’t like 
to see them come near us. 

The more I saw of these cases, the more they 
came to bother me, the less success have I had 
with any kind of local treatment outside of keep- 
ing them clean. But there was something back 
of all of that, which was a systemic infection. I 
don’t know what the cause is, but I believe it is 
a systemic poison of some kind. And the idea 
was, if it is a systemic infection of some sort, 
what are the remedies that we have used that 
have an effect upon these infections of various 
kinds through the body that we don’t know or 
have no specific treatment for. My mind went 
back to years ago when we had our epidemic of 
smallpox. Before and during the Spanish War 
I treated a great many cases of smallpox. And 
the one thing that I found that dried up those 
pustules—they fell off and a great many of them 
didn’t leave scars—was to begin to saturate those 
patients with calcium sulphide. Then we went 
from that, before we had anything better in the 
way of bacterial vaccines, and treated scarlet 
fever in the same way. Take any ordinary case 
of scarlet fever that you meet in practice, and 
in five days I will defy any inspector from any 
board of health to tell what’s the matter with 
the patient. The rash simply fades away. Of 
course, we have bacterial vaccines which prob- 
ably are better now, which we didn’t have years 
ago. 
The same way with whooping cough. We have 
a vaccine which checks them up. Before we had 
that, we used to saturate the children with cal- 
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cium sulphide and kept down the spasms. Even 
our old friend gonorrhea was very beautifully 
treated by saturating the patient with sulphide of 
calcium in the beginning. 

So I began to saturate these patients with sul- 
phide of calcium. Then keep up the local treat- 
ment, keep them clean, as we have to do with all 
local applications, and I think probably we have 
all used everything that was ever mentioned or 
ever heard of. Two things that have with me 
been most beneficial are permanganate of potash 
and ichthyol. You have all used them. They 
are old standards. But that didn’t cure the 
cases. It didn’t with me. 

It is no unusual thing to pull out a whole 
complete cast of nasal cavity with your forceps, 
like a big shell. You have to put a clothes-pin 
on your nose, but in about two weeks’ time you 
have all the odor gone. But you haven’t stopped 
the scab formation, if the case is well developed. 

I don’t know of anything that will cure the 
atrophy. When the ciliated cylindrial epithelium 
is once destroyed, it is gone forever. After that 
you have a condition of sclerosis left in the nose 
which destroys the blood vessels and mucous 
glands, you get atrophy of bone and destruc- 
tion of the normal mucous membrane. There is 
no treatment for that. That is gone. But you 
do stop the scab formation, and your patient gets 
along nicely. I have tried this out. I have been 
trying this out now for ten years. This is no 
new thing. I am not springing something on 
you that I have only tried on two or three cases, 
because I have been using it in the clinics of the 
Post-Graduate for ten years, and it was a long, 
long time before I said anything about it except 
to the doctors who have come in to the school 
there. We told them of it and showed them the 
cases. We tried it out with two sisters in the 
same family, with the same disease; one I gave 
sulphide of calcium, the other I didn’t, all the 
other treatment being exactly the same. I have 
seen the difference in the quickness with which 
you stopped all of your scab formation. 

Lately I have been adding to that. There has 
been a good deal of talk lately about the calcium 
content. You heard from Dr. Novak and some 
of them who mentioned about feeding them cal- 
cium. In addition to that, I have been giving 
parathyroid before they eat, about 1/20 gr. and 
2 gr. of calcium sulphide after eating, and keep- 
ing up the local treatment just the same, as you 
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always have been doing, to see how much better 
these cases get along, how much quicker they 
heal over. This is not any experiment at all. It 
is only because of the results I have seen in such 
a large number of patients, and getting better 
results than I have ever been able to get with 
any other kind of treatment that I bring that 
before you as a help in treating these cases. 

Dr. Jas. W. Sanders, Decatur: Dr. Clark, | 
don’t quite understand how you use the calcium 
sulphide. In solution? 

Dr. Clark: No. 

Dr. Sanders: Just internally? 

Dr. Clark: Yes. In pills. 

Dr. Sanders: I thought you used the solu- 
tion, too? 

Dr. Clark: No. 

Dr. Charles M. Robinson, Chicago: Is this 
treatment continuous ? 

Dr. Clark: You don’t stop it in a week or 
two, any more than you do any other case. 

Dr. Robinson: How long do you continue the 
medicine ? 

Dr. Clark: About six months. About two 
grains after eating. That’s all they can stand. 
The younger the child the less destruction you 
get. After 15 years, it will take a longer time 
to stop the scab formation. In children you can 
stop it in a few weeks. 

Dr. Robinson: What strength do you use? 

Dr. Clark: A 4 per cent. solution of per- 
manganate of potash, and then follow that up 
with a 10 per cent. solution of ichthyol and 
water rather than ichthyol and glycerine. 

Dr. Wm. Moore Thompson, Chicago: Does 
your patient use the ichthyol at home? 

Dr. Clark: No. 


Dr. Thompson: How often do you see the 
patient ? 
Dr. Clark: Once or twice a week. 


DISCUSSION 
DR. CHARLES M. ROBERTSON, Chicago: I 


would like to mention that a very nice thing to clean 
out the nose is buttermilk. You take ordinary butter- 
milk, diluting it just enough so that it will run in 
easily, Buttermilk has the bacillus bulgaricus, which 
helps combat the rhinitis. It seems to have a salutary 
effect on scab formation. And then, of course, it is 
something they can use at home. 

The Doctor says he used ichthyol in water instead 
of glycerine. Of course, glycerin is hydroscopic and 
would do more harm than good. Then powdered sugar 
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is very soothing and there is starch enough in it so 
that it keeps the scabe from forming. 

There is an old-timer that may be some of you or 
Dr. Clark may have used. Years ago Dr. Rumbold 
of St. Louis used hot vaseline in a spray. He took 
ordinary vaseline and heated it in a metal atomizer 
until it was hot and injected it hot into the nose by 
the spray. Just as soon as it strikes the mucous mem- 
brane it would solidify and you coat the whole inside 
of the nasal cavity with this vaseline covering which 
prevents scab formation. 

DR. O, E. FINK, Danville: The older we get in 
experience in treating different diseases the more we 
change our opinions, and our opinion of atrophic rhin- 
itis is one which we are very likely to change our 
opinion about as to the cause of treatment. 

You have been taught some time back that it was 
always due to infection of the accessory sinuses. Now, 
believing that theory from men whose opinions I have 
had reason to respect, I made it a practice to open 
these accessory sinuses and I found each and every 
case was made worse. So, I have abandoned that pro- 
cedure in the treatment of atrophic rhinits. The doc- 
tor has right here something, I think, which is a good 
deal better than operative treatment for this distress- 
ing condition, not only to the patient but to ourselves, 
because we al! hate to see a bad case of atrophic rhin- 
itis come to us for treatment. At the present time 
personally, I am inclined to believe what some of the 
older men taught that this was a specific infection 
viz., syphilis. 





THE WESTERN PHYSIOTHERAPY 
ASSOCIATION 


The Seventh Annual meeting of the Association will 
be held at the Little Theatre, Kansas City, Mo., April 
16 and 17, under the presidency of Dr. L. A. Marty of 
Kansas City. A number of men of national reputation 
will be present to address the members. The medical 
department of U. S. A. will also be represented. Dr. 
T. Howard Plank of Chicago will hold a clinic at the 
General Hospital on the afternoon of April 16. Mem- 
bers of the Association desiring to present cases for 
diagnosis or operation may make arrangements with 
the secretary for these cases to have the personal at- 
tention of Dr. Plank. 


The Western School of Physiotherapy 


Under the direction of Dr. B. B. Grover, will hold 
its seventh annual session, April 9, 10 and 11, at Hotel 
Bellerive, and 13, 14 and 15, at the Little Theatre. 
This school is largely post graduate in character for 
physicians only, and is conductd along strictly ethical 
lines. 

The Exhibits 


Any physician who is interested in the progress of 
physiotherapy, cannot afford to overlook the meeting 
and school. Full information may be obtained by ad- 
dressing the secretary, Charles Wood Fassett, M. D., 
115 East 31st Street, Kansas City, Mo. 
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THE FORMATION OF BONE IN THE PENIS 


We are reminded by Jacoby in a recent communica- 
tion (Zeitschrift fiir urologische Chirurgic) that while 
the os penis, os priapi, or os glandis, as it is variously 
called, is normal in many species of mammalia, it is 
rare to find it in human beings, and most of the cases 
have been found to be due to pathological conditions, 
developing after trauma or syphiliti¢ lesions. But in 
some other cases the os penis has developed from plas- 
tic induration. 

The cases of ossification of the penis in which there 
is no etiological reason in evidence are regarded by 
some authorities as true penis bones analogous to 
those found in some of the lower animals. Jacoby 
thinks he has come upon one such case. 

The article shows several photographic plates made 
from penis bones in the Berlin Zoological Museum. In 
general the penis bone is to be found only in insecti- 
vora, bats, rodents, beasts of prey, semi-apes, and apes. 
The bone is peculiar in size and shape for each species 
and Pohl says that it may be used as a species charac- 
teristic. It is always single. In the walrus it is 55 
cm. long, in the whale, 2 meters. In all animals having 
a penis bone the bone constitutes a part of the glans, 
and is placed dorsally to the urethra. It form a sort 
of continuation of the septum between the corpora 
cavernosa. In man, on the contrary, the bone when 
present in the penis has no definite shape, it is situated 
in the shaft or at the root; it is an irregular flat bone 
formation of the tunica albuginea. 

In animals it has a definite physiological function 
and aids in copulation, in human beings it interferes 
with copulation. 





A CASE OF PRECOCIOUS PUBERTY 

Hutchison, in the Proceedings of the Royal Socicty 
of Medicine, London, describes a case of a girl, aged 
three and a half years, who began to menstruate at 
seventeen months, and continued at more or less regu- 
lar intervals of one month up to present time. The 
child’s weight was 52 pounds, height 44 inches, and the 
secondary sexual characteristics were well developed. 
Though dentition was normal, the skeletal development 
was that of a child of thirteen or fourteen years. 
Aside from fits of bad temper, the child was mentally 
normal and bright for her age. The condition was be- 
lieved to be due to ovarian hypersecretion. 





Society Proceedings 


ADAMS COUNTY 


Meeting of February 9, 1925 


The regular meeting of the Adams County Medical 
Society was preceded by a reception and dinner with 
the Woman’s Auxiliary to the Adams County Medical 
Society in honor of Dr. Thomas McDavitt of St. Paul 
and was held at the Hotel Quincy at 5:45 P. M. The 
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Society and Auxiliary members present numbered 
forty-three. At the conclusion of the dinner the mem- 
bers of the Medical Society adjourned and the Wo- 
man’s Auxiliary held their meeting. 

The meeting was called to order at the Chamber of 
Commerce at 8:20 P. M. by the President, Dr. C. D. 
Center. 

The Chair asked for a detailed report of what the 
Convention Committee had been doing and Drs. Pearce, 
McReynolds, Stevenson and Wells reported the ac- 
tivities of their various committees. Dr. A. H. Bitter, 
reporting for the Entertainment Committee, stated that 
the Social Meeting in January resulted in a deficit of 
$26.50 to the Society. Dr. Stevenson made a motion 
that this deficit be paid from the Treasury. Seconded 
and carried. The Secretary then read communications 
that had been received since the December meeting as 
follows: A letter of resignation from Dr. J. K. 
Reticker; a letter of resignation from Dr. J. G. Bul- 
lett; a letter accepting Honorary Membership in the 
Society from Dr. Abby Fox Rooney; a letter from 
Dr. J. W. Pettit announcing that the Illinois Tubercu- 
losis Association would cooperate with the Illinois 
State Medical Society in regard to the conduction of 
clinics; a letter from the Gorgas Memorial requesting 
the appointment of a member from our Society to 
represent the Gorgas Memorial on the State Govern- 
ing Board. Dr. Nickerson made a motion that the 
Chair appoint a member to serve on this committee. 
Seconded and carried. (Dr. W. W. Williams ap- 
pointed by Chair.) 

Under head of new business Dr. Center announced 
the appointment of an Advisory Committee to assist 
him in the work of the Society during the year. This 
committee to consist of the following members: Drs. 
Harold Swanberg, Grant Irwin, E. Zimmermann, 
Walter Stevenson and A. H. Bitter. Dr. Nickerson 
made a motion that the Society confirm the action in 
the appointment of an Advisory Committee. Seconded 
and carried. 

The Secretary then read the following resolution 
that had been unanimously approved by the Advisory 
Committee: “Sincerely believing that the interests of 
the public will be best protected thereby it is 

RESOLVED: That the Adams County Medical 
Society does not approve of the establishing of a lab- 
oratory by the Quincy Public Health District that will 
exceed the scope of rendering aid in the diagnosis of 
communicable diseases, and of performing non-clinical 
tests (water, milk, sewerage, foods and beverages.) 
Dr. Wells made a motion that the resolution be adopted 
which was promptly seconded. The resolution was 
then discussed by Drs. Nickerson, Baker, Wells, Mont- 
gomery and Swanberg. Dr. Baker condemned the 
resolution stating that it would mean nothing if adopted 
and would only stir up public agitation; that it was 
unnecessary for as a member of the Quincy Public 
Health District Board he would promise the profession 
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that no clinical laboratory examinations other than per- 
tained to communicable diseases would be performed. 
It was pointed out in apposition that the present Public 
Health Officer at the special meeting of the Society 
held last month stated that all kinds of clinical labora- 
tory tests would be made by the proposed laboratory ; 
that if such would be the case it would be another 
step toward “State Medicine ;” it was also a fact that 
it was uncertain if Dr. Baker would always be a 
member of the Board and that he might not be elected 
at the Spring election. Dr. Wells then withdrew his 
motion and made a motion that the resolution be tabled. 
Seconded by Dr. Baker. The motion to table the 
resolution was lost. Drs. Center, Swanberg and Koch 
spoke in favor of the adoption of the resolution and 
Dr. Koch made a motion that the original resolution 
be adopted. Seconded by Dr. E. Zimmermann. Dr. 
Wells then offered a substitute resolution as follows: 

“RESOLVED: That the Adams County Medical 
Society go on record as favoring the establishing of a 
laboratory by the Quincy Public Health District for 
the examination of water, milk, sewerage, foods, bever- 
ages and the diagnosis of communicable diseases.” 
This was seconded by Dr. Baker and carried. The 
Secretary then read the following resolution that had 
been unanimously adopted by the Advisory Committee. 
Because of the newspaper publicity that has appeared 
in connection with the proposed changes in the labora- 
tory of the Quincy Public Health District it is hereby. 

“RESOLVED: That the Adams County Medical 
Society extend a vote of confidence in Dr. Frank Cohen 
for his ability as a clinical pathologist.” Dr. Jurgens 
made a motion that the resolution be adopted. Sec- 
onded by Dr. Baker and carried without opposing vote. 

The Secretary then asked the pleasure of the Society 
in regard to the conduction of the Bulletin during the 
coming year and that if same was desired that it would 
be necessary to expend a hundred dollars for the year 
as was done last year. Dr. Nickerson made a motion 
that the Bulletin be conducted again as during the 
past year and that a voucher be drawn for $100, to 
cover the necessary expense. Seconded and carried. 
The Secretary then presented a few bills that had oc- 
curred since the December meeting and Dr. Nickerson 
made a motion that these bills be allowed and a 
voucher drawn for the amount necessary to pay same. 
Seconded and carried. The applications for member- 
ship into the society by Dr. Tully Snider of Liberty 
and Dr. C. R. Hecox of Golden were read and ordered 
to be turned over to the Board of Censors for con- 
sideration. 

The Chair then called upon the guest of the even- 
ing, Dr. Thomas McDavitt of St. Paul, Minn, Trustee 
of the American Medical Association to address the 
society on the “Workings of the American Medical As- 
sociation.” Dr. McDavittt described with much detail 
the various activities of the A. M. A. and also warmly 
commended our Bulletin, stating that it was one of the 
best Bulletins received at the A. M. A. Headquarters 
from any county Medical Society. The discussion of 
Dr. McDavitt’s paper was conducted by Drs. Nicker- 
son, Wells, Koch, Williams, being finally concluded by 
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Dr. McDavitt. Dr. J. W. Blan then presented an in- 
teresting case report of a case of Eclampsia occurring 
in his practice. (Published in March Bulletin). This 
was discussed by Drs. Wells, Montgomery, Werner 
and finally closed by Dr. Bian. Dr. J. H. Blomer then 
read an interesting paper on, “Chlorine in Respiratory 
Disorders.” (Published in March Bulletin.) This was 
discussed by Drs. McReynolds, Koch and finally closed 
by Dr. Blomer. A motion for adjournment was then 
carried about 10:40 P. M. 
Harotp Swanserc, M., D. 
Secretary. 





CHRISTIAN COUNTY 

The Christian County Medical society met at the 
Antlers Hotel, Taylorville, February 3, where eighteen 
of us sat down to a very enjoyable six o'clock dinner 
and passed the hour in a get-together-social time and 
then repaired to the upper parlor and held the busi- 
ness part of the meeting. 

The minutes of the last meeting were omitted and 
the election of officers resulted in the following list: 
president, Dr. S. B. Herdman, Taylorville; vice-presi- 
dent, Dr. Jesse P. Simpson, Palmer; secretary-treas- 
urer, Dr. D. D, Barr, Taylorville (16th time) ; delegate, 
Dr. G. L. Armstrong, Taylorville; alternate, Dr. T. A. 
Lawler, Taylorville; legal committee, Dr. J. N. Nelms, 
Taylorville; public health, Dr. J. H. Miller, Pana, and 
Dr. W. H. Mercer, Taylorville; censors: Drs, T. A. 
Lawler, W. H. Mercer, and J. N. Nelms, all of Taylor- 
ville. 

No other business being before the meeting the 
scientific part of the program was opened by Dr. R. C. 
Danford, of Pana, who presented the case history of 
a case of carcinoma which had many peculiarities 
among which was the almost fatal termination of the 
patient at operation and this followed by such improve- 
ment that the patient seemed well on the road to re- 
covery and later went the way they all do. This report 
led to the general discussion of cancer which was 
most interesting and profitable and in which nearly all 
the members took a part. 

Following this Dr, S. B. Herdman opened the dis- 
cussion of goiter under the title of “Lugol Solution in 
the treatment of Goiter.” In this discussion the doctor 
gave his experience in the one case (of lugol solution) 
and then went on to give a very interesting discussion 
of goiter and the most approved treatment. Also 
mentioned the general opinions as expressed at the 
Bloomington congress. Others joined in the discussion 
and the meeting lasted until a late hour and the mem- 
bers left feeling that we had enjoyed one of the most 
profitable meetings that we have had for a long time. 

D. D. Barr, Secy. 





COOK COUNTY 
CHICAGO MEDICAL SOCIETY 
Meeting of February 11, 1925 


Pneumonia, with an apparently successful treatment. 
Cold the Chief Exciting Cause...... Bernard Maloy 
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Recent Advances in the Specific Therapy of Labor 
EE, RE TOR od 6c ana vsicne's eu avweess 
Russell L. Cecil, New York, N. Y. 
Discussion: Frederick Tice, Gordon G. Burdick. 
Meeting of February 18, 1925 
1. Diagnostic and Therapeutic X-Radiation in Preg- 
nancy....W. A. Newman Dorland and M. J. Hubeny 
Discussion—B. C. Cushway 
2. The Classification of Thyroid Disturbances from 
the Viewpoint of the General Practitioner........ 
DI PI ae ISIE INNS Tee eh VR ET James H. Hutton 
Discussion 
3. Injuries to Blood Vessels and Their Management 
ihewisecdedaad na dend sales Keeeeen R. W. McNealy 
Discussion—C. W. Hopkins, Karl A. Meyer 
Meeting of February 25, 1925 
Diagnostic Clinic 
1. Surgical Treatment of Gastric Ulcer. Demon- 
kg errr Karl A. Meyer 
Discussion, Frederick Tice 
2. The Clinical End Results of Partial Gastrectomy 
for Gastric and Duodenal Ulcer.. Alfred A. Strauss 
Discussion, Leon Bloch 





Marriages 








Harry Baxwin to Dr. Ruth Mae Morris, both 
of Chicago, at Paris, France, February 2. 


Mitton Manvet to Miss Betty E. Snell, both 
of Chicago, February 12. 


Cart AppLe to Miss Minnie Kaplan, both of 
Chicago, February 8. 

James Francis Curry to Miss Winifred K. 
Baggiore, both of Chicago, Dec. 6, 1924. 


Epwin B. Goprrey to Miss Jane Raymond, 
both of Chicago, Dec. 19, 1924. 


Frrepa Hirscupere to Mr. Harry M. Law- 
rence, both of Chicago, January 3. 





Personals 


Dr. Herbert H. Christensen, Wausau, Wis., 
addressed the Chicago Surgical Society, Febru- 
ary 6, at St. Luke’s Hospital on “Paralysis of 
the Deltoid Following Shoulder Injuries.” 





Dr. Ralph A. Kinsella, professor of medicine, 
University of St. Louis School of Medicine, St. 
Louis, addressed the Rock Island County Medical 
Society, East Moline, January 15, on “Chronic 
Rheumatism.” 


Dr. James B. Herrick, president of the Chi- 
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cago Association for the Prevention and Relief 
of Heart Disease, addressed that association, 
February 19, at the City Club on “Work of the 
Association,” and Dr. Charles G. Farnum on 
“The Cardiac in Industry.” 


Dr. Elmer L. Kenyon addressed the Chicago 
Laryngological and Otological Society, February 
2, Great Northern Hotel, on “Speech Complica- 
tions in Certain Cases with Unusual Palates— 
Exhibition of Patients.” 


Dr. Carl A. Hedblom, professor and head of 
the department of surgery, University of Wis- 
consin Medical School, Madison, addressed the 
Winnebago County Medical Society, Rockford, 
January 20, on “Surgery of the Breast.” 


Dr. George W. Duvall, Owensboro, Ky., and 
for the last four years director of the Daviess 
(Ky.) County Health Department, has been ap- 
pointed superintendent of the Central Free Dis- 
pensary at Rush Medical College. 


Dr. Thomas S. McDavitt, St. Paul, Minn.., 
addressed the Adams County Medical Society, 
Quincy, February 8, on “The American Medica 
Association,” of which for years he has been a 
trustee. A reception and dinner were given in 
honor of Dr. McDavitt preceding the meeting. 


Dr. Harold B. Wood, director of health, 
Bloomington, has tendered his resignation, effec- 
tive February 7, to accept a position in the State 
Health Department of Pennsylvania. Dr. Wood 
will have charge of the investigation and control 
of contagious diseases and will be located at 
Harrisburg. 


Dr. G. W. Boot has been appointed Bronch- 
ocopist to the Illinois Eye and Ear Infirmary. 


Dr. J. S. Nagel recently addressed the staff 
of St. Mary’s Hospital of Tucson, Ariz., on “The 
Clinical Significance of Blood in the Urine.” 


Dr. Frank Smithies, Professor of Medicine, 
School of Medicine, University of Illinois, de- 
livered the annual Joyce Foundation lectures be- 
fore the Academy of Medicine, Portland, Oregon, 


January 7 and 8, upon the following topics: “The 


Newer Conception of Peptic Ulcer, with Results 
Following Non-Surgical Treatment of 470 Cases 
by the ‘Physiological Rest’? Method” and “In- 
fection as an Etiological Factor in So-Called 
*‘Pernicious Anemia’ and Its Significance With 
Regard Treatment.” 
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NEWS 


News Notes 





—The appellate court, February 3, reversed 
the order of the circuit court judge, which com- 
pelled the health commissioner of Chicago to 
issue a license for a birth control clinic. 


—At the annual meeting of the Chicago Oph- 
thalmological Society, January 19, Dr. Charles P. 
Small was elected president; Dr. M. H. Leben- 
sohn, vice-president, and Dr. Robert H. Buck, 
secretary-treasurer. 


—At a meeting of the Chicago Tuberculosis 
Society, February 12, at the Municipal Tubercu- 
losis Sanitarium, Dr. Henry Kennon Dunham, 
Cincinnati, and his associate, Dr. Vera V. Nor- 
ton, read a joint paper on “The Roentgen Ray 
as an Aid in Directing Treatment of Pulmonary 
Tuberculosis.” 


—Stanley A. Gracey and Clement Furgeson, 
Mount Carmel, unlicensed chiropractors, were 
recently found guilty by a jury, fined $400 and 
costs and sentenced to six months on the penal 
farm at Vandalia. Kitty Gracey, Mount Carmel, 
an unlicensed chiropractor, was found guilty by 
a jury and fined $400 and costs. 


—The Belleville Trades and Labor Assembly 
passed a resolution February 3, which was, in 
part, as follows: 


Whereas, All well regulated cities protect the 
health of the people, and especially of the chil- 
dren, by the enactment of ordinances on sanita- 
tion, and protect citizens from impure and 
contaminated food products, be it 


Resolved, That in the interest of public health 
the Belleville Trades and Labor Assemby, in 
meeting assembled, appeals to the city council to 
enact an ordinance providing that all milk used 
for human consumption in the city must be pas- 
teurized before being offered for sale, and provid- 
ing a penalty so severe that no person or firm 
will attempt its violation, and thus prevent a 
possible typhoid or other epidemic among the 
children. 


—At a recent conference of committees rep- 
resenting the council of the Illinois State Med- 
ical Society and the Illinois Society for Crippled 
Children, in Chicago, the joint committee 
agreed, after discussion, to recommend to its 
respective societies that: 
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1. The Illinois State Medical Society provide 
an advisory council which shall consist of five 
members in good standing, whose duty it shall 
be to cooperate with, counsel and advise the exec- 
utives and board of directors of the Illinois So- 
ciety for Crippled Children on all methods of 
procedure in medical matters. 


2. Any work undertaken under this proposal 
shall avoid the professional aggrandizement of 
any individual or group of individuals; and it 
shall studiously avoid the pauperization of the 
public. 


3. If clinics be held in any locality in Illinois, 
they shall be held in conjunction with the local 
component unit of the Illinois State Medical 
Society. 

—The excess of births over deaths in this state 
last year was 59,972, a net increase in population 
sufficient to people a city the size of Springfield, 
or the seven counties of Brown, Calhoun, Ed- 
wards, Hardin, Henderson, Kendal and Putnam, 
the state health director says. The favorable dif- 
ference between the birth and death rate per 
thousand population has exceeded that of last 
year (8.8) only twice in the last decade. For 
the last four years the average death rate of 
I]linois was 11.4 and for the preceding four years 
13.8—a difference in rate that means a saving of 
almost 45,000 lives in four years. For the fourth 
consecutive year Chicago has reported a lower 
death rate than the remainder of the state, re- 
versing the condition which prevailed during all 
previous years. 


—St. Clair County Medical Society elected the fol- 
lowing officers for 1925: president, I. L. Foulon; presi- 
dent-elect, W. F. McNary; vice-president, E. W. Can- 
nady; secretary, O. M. McCann; advertising manager, 
E. C. Spitze; assistant advertising manager, W. Wil- 
helmj ; medico legal advisor, J. H. Fulgham; board of 
censors—H. M. Voris, J. Beykirch, E. H. Lane, all of 
East St. Louis, and A. E. Hausing of Belleville, 
treasurer. 


—Coles-Cumberland County Medical Society elected 
the following officers for 1925: president, R. H. Craig. 
Charleston; vice-president, Norman Starr, Charleston; 
secretary and treasurer, E. E. Richardson, Mattoon; 
delegate, C, E. Morgan, Mattoon; board of censors, 
H. A. Schaffer. 


—The American Urological Association, our 
largest national urological association, meets in 
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St. Louis, May 21, 22 and 23, with headquar- 
ters at the Chase Hotel. Mornings will be de- 
voted to clinics in the various hospitals and the 
afternoons to the scientific session which will be 
conducted in the ball room of the Chase Hotel. 
For detailed information write John R. Caulk, 
M. D., 723 University Club Building, St. Louis, 
Mo. 


—The Chicago Council of Medical Women 
will meet at 8 p. m., March 24, at the City Club 
of Chicago. Doctors Stasey and Offut from the 
Mayo Clinic will participate in the Symposium 
on Hemorrhage as related to Gynecology. All 
members of the Chicago Medical Society are 
invited. 


—The American Board of Otolaryngology will 
hold its first examination during the meeting of 
the American Medical Association in Atlantic 
City, May 25 to 28. 

According to the rules of the Board, applicants 
are divided into three classes. 

Class 1. Those who have practiced Otolaryn- 
gology ten years or more. 

Class 2. Those who have practiced Otolaryn- 
gology five years and less than ten years. 

Class 3. Those who have practiced Otolaryn- 
gology less than five years. 

The type of examination is different for each 
class. 


The Secretary, Dr. H. W. Loeb, announces 


that thus far over three hundred applications 
have been made. 


Daviy Witson GRAHAM, for many years clinical 
professor of surgery, Rush Medical College, Chicago, 
a Fellow A. M. A., died at his home, February 9. He 
was born in Henderson County, Illinois, in 1843, and 
after graduation from Monmouth College, attended the 
Rellevue Hospital Medical College, New York, receiv- 
ing his M. D. in 1872. He was demonstrator of anat- 
omy at the Women’s Medical School of Northwestern 
University, Chicago, 1874-1877, professor of anatomy, 
1877-1882, and professor of surgery, 1883-1898. For 
more than forty years, Dr. Graham was connected with 
Rush Medical College, and since its founding with 
the Presbyterian Hospital. He was president of the 
Illinois State Medical Society, 1894-1895; of the Chi- 
cago Medical Society, 1885-1886; and of the Chicago 
Surgical Society, 1906-1907, Dr. Graham was a member 
of the American Association of Obstetricians and Gyn- 
ecologists, and of the Chicago Pathological Society, a 
Civil War veteran, formerly surgeon to the Cook 
County Hospital, the Central Free Dispensary, and 


ILLINOIS MEDICAL JOURNAL 


March, 1925 


consulting surgeon to the Evanston Hospital. He 
served the American Medical Association as a trustee 
from 1894 to 1897. A son, Dr. Evarts A. Graham, 
is professor of surgery in Washington University 
Medical School, St. Louis. Dr. Graham was a man of 
rugged character with a characteristic humor and a 
striking personality. 


Apam Grim, Franklin Grove, Ill.; Rush Medical Col- 
lege, Chicago, 1881; a Fellow A. M. A.; aged 74; died, 
January 10, at the Lincoln Hospital, Rochelle, follow- 
ing an appendectomy. 


Frank GuimLLtaume, Chicago; Chicago Homeopathic 
Medical College, 1890; aged 68; died, February 8, of 
dilatation of the heart. 


Joun Wattace Hewetson, Lyons, Ill.; Hahnemann 
Medical College and Hospital, Chicago, 1897; member 
of the Illinois State Medical Society; served in the M. 
C., U. S. Army, during the World War; aged 52; died, 
January 23, at Highland Park, Mich. 


CaroLtineE B, Hopkins, Glencoe, Ill.; Northwestern 
University Woman’s Medical School, Chicago, 1897; a 
Fellow A. M. A.; aged 52; died, February 12, at the 
Ravenswood Hospital, Chicago, of obstructive jaundice 
and uremia. 


Cuartes Jostan Lewis, Chicago; Rush Medical Col- 
lege, Chicago, 1865; member of the Illinois State Med- 
ical Society; formerly professor of neurology, College 
of Medicine and Surgery, Chicago; aged 86; died, 
February 12, of valvular heart disease and chronic 
bronchitis. 


Davin WarrEN Miter, Gilman, Ill.; Jefferson Med- 
ical College of Philadelphia, 1880; president of the 
board of education; aged 70; died, January 18, of 
cerebral hemorrhage. 


Lotse Newton Miter, Moline, Ill.; Hahnemann 
Medical College and Hospital, Chicago, 1885; aged 63; 


died, January 16, of cerebral hemorrhage. 

NELLIE VAUGHN Forrest Tucker, Chicago; Hering 
Medical College, Chicago, 1899; aged 60; died Janu- 
ary 29, of carcinoma. 

Georce B. Warne, Chicago; Hering Medical Col- 
lege, Chicago, 1897; aged 74; died, January 22, of acute 
dilatation of the heart. 

Francis O, Harrison, Christopher, IIl.; 


Medical Institute, Cincinnati, 1878; aged 
January 29. 


Eclectic 
78; died, 


Joun FRANKLIN Keerer, Sterling, Ill.; Rush Medical 
College, Chicago, 1881; member of the Illinois State 
Medical Society; formerly proprietor of the Keefer 
Hospital; aged 66; died, February 2, of cerebral 
hemorrhage. 


Froyp Apert SmitH, Canton, IIl.; University of 
Illinois College of Medicine, Chicago, 1913; member 
of the Illinois State Medical Society; formerly county 
coroner; aged 36; died, January 27, following a long 
illness, 
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